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MERCODOL's distinctive 


MORE COMPLETE RELIEF 
FOR YOUR 
COUGHING PATIENTS 


Mercodol’s selective cough-controlling nar- 

cotic! stops the wracking cough . . . but does 

not interfere with the cough reflex your 
patients need to keep passages clear. In addi- 

tion, Mercodol provides an effective broncho- 
dilator? to relax plugged bronchioles, and an 
expectorant® to liquefy secretions. The result is 
more complete cough relief ... remarkably free 
from nausea, constipation, and cardiovascular or 
nervous stimulation. 


An exempt narcotic 


THE ANTITUSSIVE SYRUP THAT CONTROLS COUGH—KEEPS THE COUGH REFLEX 


MERCODOL with DECAPRYN 
For the cough with a specific allergic basis 


Merrel 


none®) 
. Sodi itrate 
New York e CINCINNATI Toronto ““Decapryn” 


brings 
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| 
| 
10.0 mg. 
0.1 Gm. 
1.2 Gm 
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usher in 
respiratory infections 


for adjuvant 


cough control, 


physicians have an 
effective: 
therapeutic agent in 


HYDRYLLIN 


compound 


This palatable cough syrup for 
children and adults contains: 
Aminophyllin (Searle) to provide 
bronchial relaxation, diphenhydra- 
mine (Searle) for its antiallergic 
properties, potassium iodide to 
promote expectoration and chloro- 
form as an antispasmodic anodyne. 
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IMPROVED 


SYMPTOMATIC CONTROL 


NEO-SYNEPHRINE THENFADIL 


NASAL SOLUTION 


“MORE DESIRABLE” VASOCONSTRICTOR “A number of substitutes 
for epinephrine and ephedrine have been developed...a more desirable . 
preparation of this type has been perfected in Neo-Synephrine hydro- 
chloride. It may be used for local application in the nose in 4 to 1 
per cent solution.” 


HIGH ANTIHISTAMINIC POTENCY Comparative studies of Thenfadil 
hydrochloride, tripelennamine and thenylpyramine indicate that Then- 
fadil hydrochloride has the highest antihistaminic potency.?-3 


POSITIVE, PROLONGED RELIEF In tests conducted by otorhinolaryn- 
gologists and allergists on patients with common colds, sinusitis, allergic 
rhinitis including hay fever and vasomotor rhinitis, excellent results were 
achieved in nearly all cases. There was prompt, prolonged decongestion 
without compensatory vasodilatation. Repeated doses did not reduce the 
consistent effectiveness. 


WELL TOLERATED — NO DROWSINESS 

Dose: 2 or 3 drops up to 1/, dropperful three or four times daily. 
Neo-Synephrine Thenfadil solution contains 0.25 per cent Neo- 
Synephrine hydrochloride and 0.1 per cent Thenfadil [N,N-dimethyl- 
N’- (3-thenyl) -N’-(2-pyridyl) ethylenediamine] hydrochloride in an 
isotonic buffered aqueous vehicle. 

Also Jelly: Neo-Synephrine 0.5 per cent and Thenfadil 0.1 per cent. 


SUPPLIED: 
Neo-Synephrine Thenfadil 
Solution, bottles of 30 cc. 
(1 fl. oz.) with dropper. 


Neo-Synephrine Thenfadil 
Jelly, % oz. tubes 
with nasal tip. 


1. Hansel, o3 K.: Allergy of the Nose and Paranasal Sinuses. St. Louis, C. V. Mosby Co., 


2. Lands, A. M., Hoppe, J. O., Siegmund, O. H., and Luduena, F. P.: Jour. Pharmacol. & 
745, Jan., 1949. 


NEW YORK 18, N. Y. «© WINDSOR, ONT. 


Neo-Synephrine and Thenfadil, trademarks reg. U.S. and Canada. 
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"“ROSENAU” revisep (oct. 1951) 
and 
BETTER THAN EVER 


PUBLISHED 
OCTOBER 


Under new authorship, this new 1931 
edition of Milton Rosenau’s famous text 
has been completely modernized, re- 
w'tten and reorganized to bring it to 
date as an authoritative guide for all 
physicians and public health workers. 

It supplies the latest and most au- 
thoritative information on preventive 
medicine and public health under the 
main section headings: Prevention of 
Communicable Diseases; Nutrition and 
Deficiency Diseases; Maintenance of 
Health and Prevention of Disability; 
Mental Hygiene; Food Sanitation; En- 
vironmental Medicine; Industrial Medi- 
cine and Diseases of Occupation; Sani- 
tary Control of Water Supplies; Sewage 
and Refuse Disposal; Methodology, Pub- 
lic Health Organization and Activities. 


PUBL. OCT. 1951 * 7th EDITION * 1500 PAGES ¢ 131 ILLUS. * $14.00 


ROSENAU PREVENTIVE MEDICINE AND HYGIENE 
By KENNETH F. MAXCY, M.D., Dr.P.H. (Johns Hopkins) 
With the Collaboration of 


Anna M. Baetjer, Sc.D. Gordon M. Fair, S.M. Gilbert F. Otto, Sc.D. 
Joseph A. Bell, M.D., Dr.P.H. Alan M. Foord, M.D. John J. Phair, M.D. 
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Academy Members 


may now order 


GIFT 


Subscriptions 


for 


Hospital and Medical 


School Libraries 


at $500 


This special rate (half the regular non-member 
price) applies only to gifts by Academy chapters 
or members to medical libraries. Subscriptions 
placed by hospitals or schools direct, or subscrip- 
tions for non-member physicians (excepting stu- 
dents, interns and residents) still require the full 
$10.00 rate. 


each 


There are undoubtedly many hospitals in every 
state that would welcome a copy of GP every 
month. Certainly every medical student should 
have access to the wealth of sound medical knowl- 
edge in every issue of this magazine. Chapters or 
members can render a real service to these institu- 
tions by giving them a subscription—and at a 
below-production-cost price! An attractive card 
announcing your gift will be mailed to the for- 
tunate recipient. 


Orders should be marked “Gift Subscription” and 
mailed to 


GP BUSINESS OFFICE 


406 West 34th Street, Kansas City 2, Mo. 
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By utilizing the principle of 
eer enhancement in its fullest 


Codeine provides high analgesia 

and sedation on relatively low 
codeine dosage, with reduced side- 
effects. The analgesics (aspirin 

2’ gr. and phenacetin 3 gr. per 
capsule) and sedative (phenobarbital 
% gr.) effectively potentiate a small 
dosage of codeine (either %4 

or 2 gr.). And the addition of the 
spasmolytic hyoscyamine (0.031 mg.) § 
—to implement the analgesic- 
sedative action, and to help 
counteract any tendency to nausea 

or constipation so often provoked 

by codeine medication—provides 
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practically always successful” for 
patients with steady pain. 


PHENAPHEN 
(Brown and White Capsules) 
Standard formula 


PHENAPHEN NO. 2 


the ain eaction 
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Codeine Phosphate 4 Gr, 
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Phenaphen with Codeine Phosphate ‘2 Gr. 
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THE MANAGING PUBLISHER 


Some time ago an editorial research agency was employed 
to make a readership survey on GP. A representative sam- 
ple of subscribers in selected areas was interviewed to find 
out how closely we were approaching our goal. The goal: 
To present in attractive and easily readable form signifi- 
cant, authoritative, and current information which busy 
general practitioners can put to immediate use. 

In future issues we'll tell you more about how the 
study was performed and what it revealed. For the mo- 
ment it is sufficient to say that GP came off with a re- 
markably high rating, indicating that we were achieving 
reasonably good success in hitting the targets toward which 
we aimed. 

Immodestly, we may say that almost every reader in- 
terviewed was loudly enthusiastic in his praise of this 
young publication. Many volunteered, “If I had to limit 
my medical journals to one, that one would be GP.” 

What we were really after, however, was criticism. We 
wanted to find out not so much what readers like, but 
what they didn’t like. Were we giving them the kind of 
material they wanted and needed? A few thought we 
weren't. Some wanted less of one subject; others wanted 
more of another. 

Of course, we can’t give every reader everything he 
wants in every issue. But, we have made a subsequent 
study to see what fields we have covered, and how well. 
For this purpose the first fifteen issues were analyzed by 
medical editor H. H. Hussey and the articles in each 
issue classified. 

Material has been most abundant for diseases of the 
digestive, cardiovascular, and genitourinary. systems, which 
have had fifteen, eleven, and eleven articles, respectively. 
Seven of the eleven articles in the category of genitouri- 
nary diseases have been in the field of obstetrics and gyne- 
cology. Other categories with a fairly high representation 
include diseases of the skin (six articles), musculo-skeletal 
disorders (five articles), and diseases of the respiratory 
system (eight articles). In addition there were ten articles 
on symptoms and general treatment, and three relating to 
cancer in general. 

Dr. Hussey found that comparatively scant attention 
had been paid to such important topics as infections, 
metabolic disorders, and diseases of the blood. 

With the knowledge gained by these studies the Pub- 
lication Committee can more intelligently schedule ma- 
terial for future issues. Deficiencies can, and will, be 
corrected. Not by guess alone will the committee continue 
its efforts to produce a comprehensive and well-balanced 
magazine that serves as a continuing postgraduate course 
for the general practitioner. —M. F. C 
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Complete and lasting relief to 90% of patients with 
nausea and vomiting of pregnancy ®& 


A recent clinical study! finds ‘Dexedrine’ remarkably effective in 


the treatment of the nausea and vomiting of pregnancy. 


The author states: 


1. “In a series of 165 patients with nausea and vomiting of pregnancy, 
‘Dexedrine’ Sulfate produced complete relief in 148, or 90%.... 


Marked improvement occurred in almost every case within three days... . 


Complete relief occurred in four to ten days.” BM 


. ‘Dexedrine’ has definite advantages over other treatments, 
most important of which are the mental and physical alertness, 


and the general feeling of well-being which it produces.” 


Ka The study concludes: ‘Dexedrine’ ‘usually gives prompt and 
lasting relief; it is effective orally; it produces no significant 


side effects; and it gives mental and physical stimulation which improves 


the patient’s morale and enables her to carry on normal activities.” 


Smith, Kline & French Laboratories, Philadelphia 


the antidepressant of choice and the most effective drug 
for control of appetite in weight reduction 


*T.M. Reg. U.S. Pat. Off. 
1. Anspaugh, R. D.: Effects of Dexedrine Sulfate on Nausea and Vomiting of Pregnancy, Am. J. Obst. & Gynec. 60:888 (Oct.) 1950. 
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Secretary’s Newsletter 


NOVEMBER 1951 


Resident Training > Five scholarships of $1000 each for a year's residency in 
Scholarships Voted general practice will be awarded 1 next year under a program 

in Kansas City last month. The scholarship fund was rated by 
a grant from Mead Johnson & Company. It will be contributed 
annually and will be administered by a newly created "Committee 
on Mead Johnson General Practice Scholarship Awards." 


Terms of the grant as drawn up by the Executive Committee and 
approved by Mead Johnson & Company provide that five young men 
or women shall be selected annually for the awards. The deans 
of five selected medical schools will be invited to nominate 
three candidates each for the award. From these candidates 
the committee will choose one senior student to receive the 
award from each school. The remaining two candidates will be 
designated first and second alternates. Winners will be 
announced at the Academy's Annual Assembly. 


epex mal will be chosen from the senior classes in five selected 
schools. The list of schools will be changed annually, as will 
the teaching hospitals offering residency training in general 
practice. 


Dr. William B. Hildebrand, Chairman of the Board of Directors, 
was S appointed chairman of the Mead J ohnson General Practice 
Scholarship Award Committee. Other members are Dr. W. H. 
Anderson, Boonville, Mississippi; Mary E. Johnston, Tazewell, 
Virginia ; Dave Dozier, Sacramento, California; H. Kenneth 
Scatliff, Chicago, Illinois, and Fred M. Humphrey, Fort Collins, 
Colorado. 


Winners of the award will be selected on the basis of schol- 
arship, professional aptitude, and fitness for general prac= 
tice. The program is intended to ‘encourage young men and women 
of high scholastic and professional attainment to select gen- 
eral practice for their medical careers, focus public and profes- 
sional attention upon general practice, emphasize the need for 
special training to equip physicians for this special field of 
medicine, encourage teaching hospitals to establish approved 
residencies in general practice, and otherwise promote the 
prestige and influence of the Academy. 


Board Reviews Plan The special plan for group sickness and accident insurance 

for Group Insurance offered members of the Academy through Continental Casualty 
Company was reviewed by the Board with officials of Continental 
and the Professional Men's Insurance Agency. The Board re- 
affirmed its endorsement of the plan and appointed a special com- 
mittee to assist in its administration. Dr. J. S. DeTar is 
chairman. Other members are Dr. R. C. McElvain of Saint Louis 
and Dr. E. L. Bernhart of Milwaukee. 


e 
oe * In 1952 the awards will be granted to interns in order that 
= 


Representatives of the insurance company reported that more 
than 2000 applications s had already been received from 1 Academy — 
members and that nearly -1500 policies were already in force as of 
October l. 1. The committee is sending a letter to all Academy men- 
bers this week announcing that the deadline for receipt of ap- 
plications for the policy has been extended to December 1. 


Advance Plans for > In approving the report of the Committee on Scientific As- 
Annual Assemblies sembly for for the annual meeting next March, the Board authorized 


the committee to begin the preparation of f scientific programs 

two years in advance. This is calculated to give a better bal- 

anced program for the Annual Assemblies and improve the scope of 

the lecture courses. The success of the printed "Program 

Notes" prepared by the committee following the 1951 Assembly ‘ 
prompted the Board to authorize a continuation of this project. 


The Board appointed Drs. Charles McArthur of Olympia, Wash- 
ington, L. H. McDaniel of Tyronza, Arkansas, ; and James G. Sim Sim- a 
mons, Fitchburg, Massachusetts, to serve as the M & R Award 
Committee for the current year. This committee will name three 
judges to select the two members who contributed the two most out- 


standing scientific articles published in GP during 1951. 
In its two-day meeting the Board also: 


Inspected appropriate building sites for the Academy's pro- 
posed headquarters building; 


Approved the appointment of the General Committee on Arrange- 
ments and the Ladies' Entertainment Committee for the 1952 
Scientific Assembly, and learned that Mr. Kenneth McFarland will 
address the banquet with Dr. John 0. Boyd, Jr. acting as toast- 
master ; 


Approved a proposal for a scientific meeting to be conducted 
in Bermuda following the Atlantic City session; 


Heard a report from Dr. Boyd, Chairman of the Commission on 
Hospitals, concerning the present status of hospital standard- 
ization; 


Received a report from Dr. Murland F. Rigby, chairman of the 
Commission on Membership and Credentials, concerning reorgan- 
ization of the Maine chapter; and 


Endorsed a proposal submitted by Dr. R. B. Robins that a 
committee of outstanding citizens be selected to serve as a lay 
advisory body for the Academy. 


Propose Study of > A study of undergraduate training and its effectiveness in 
Medical Curricula preparing medical students for general practice has been out- 
lined by the Commission on Education. The Commission met in 
Kansas City, September 30, immediately following the fall meet- 
ing of the Board of Directors. Chairman Merrill Shaw contemplates 
the preparation of a manual following completion of the study. 


The Commission also voted to investigate the feasibility of 
correspondence courses as a Thethod of study, and 
received reports on regional meetings held with state chapters. 


Meeting simultaneously, the Commission on Membership re- 
viewed recruitment programs of state chapters and planned to 
report on the most successful examples next year. 


Respectfully yours, 
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syrup WARREN-TEED 


Dihydrocodeinone depresses cough frequency 
to less exhausting but more productive levels .. . 
plus time-proven expectorants. 


Now your patients can like a cough 
syrup . .. one that is taste-pleasing as 
a confection. 


Patients are attracted by the fluorescent- 
like yellow-green color. 


Each 30 ce. of ANACOL Cough Syrup contains: 
Anodyne: Dihydrocodeinone Bitartrate 10 mg. and Chio- 
roform 0.12 Gm. Saline: Ammonium Chloride 0.5 
Gm. Saline Alkolizers: Sodium Citrate 0.6 Gm. 
ond Citric Acid 0.3 Gm. Navseant Expectorant: 

Tartar Emetic 8 mg. 


in bottles of 2 oz., pint, gallon. i 
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G. |. distress 


functional 


Decholin with Belladonna 


BRAND 


Patients complaining of gastrointestinal distress without 
detectable organic cause are common problems in daily 
practice. By combining spasmolytic action with improvement 
in liver function, Decholin/Belladonna — in such cases — 
gives symptomatic relief by 

SPasmolysis 


hydrocholeretic flushing of biliary tract 


improved blood supply to liver 


mild, natural laxation without catharsis 


While of special value in functional dyspepsia, 

Decholin/ Belladonna is, of course, treatment of choice in 
biliary tract disorders for thorough and unimpeded flushing 
of the biliary system. 


DOSAGE: One or, if necessary, two Decholin/Belladonna tablets three 
times daily after meals. 


PACKAGING: Decholin (brand of dehydrocholic acid) with Belladonna, 
bottles of 100 tablets. Each tablet contains dehydrocholic acid 3% gr. 
and belladonna % gr. (equivalent to tincture of belladonna, 7 minims). 


Decholin, trademark reg. 


AMES COMPANY, INC., ELKHART, INDIANA 


AMES COMPANY OF CANADA, LTD., TORONTO 
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Mo.; Harold Jeghers, M.D., Washington, D. C.; William 
D. Paul, M.D., Iowa City, Iowa; Allison H. Price, 
M.D., Philadelphia, Pa.; Edward Weiss, M.D., Phil- 
adelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, 
M.D., Saint Louis, Mo; L. Kraeer Ferguson, M.D., 
Philadelphia, Pa.; Willis D. Gatch, M.D., Indianapolis, 
Ind.; Harris B. Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, 
Ohio; Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. 
C.; Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake 
City, Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; 
George T. Pack, M.D., New York, N. Y.; Dr. Edith H. 
Quimby, New York, N. Y.; I. Snapper, M.D., New 
York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; R. Glenn Spurling, M.D., Louisville, 
Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, IIl.; 
Thaddeus L. Montgomery, M.D., Philadelphia, Pa.; 
Emil Novak, M.D., Baltimore, Md.; Ernest W. Page, 
M.D., San Francisco, Calif.; Richard W. Te Linde, 
M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, IIl.; 
V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, 
Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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Asthmatics can now have the desired 

relief of such sympathomimetic amines 
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Ll minimal vasopressor risks and minimal 
psychomotor discomfort. 
Upjohn researchers have, by molecular 
modification, tamed an amine better to 
tame asthma and have created orally 
effective Orthoxine Hydrochloride. 


x For remarkably selective 
bronchodilation 


HYDROCHLORIDE 


for adults: Y to 1 tablet (50 to 100 mg.) 
for children: half the dose 
for both: repeat q. 3 to 4 h. as required 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald L. 
Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, M.D., 
Minneapolis, Minn.; James L. Wilson, M.D., Ann 
Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, 
M.D., Indianapolis, Ind.; Charles E. Dutchess, M.D., 
New York, N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, 
M.D., Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cincin- 
nati, Ohio; Harry Gold, M.D., New York, N. Y.; John 
C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. 
Beelman, M.D., Washington, D. C.; John E. Gordon, 
M.D., Boston, Mass.; Edward G. McGavran, M.D., 
Chapel Hill, N. C.; Ernest L. Stebbins, M.D., Balti- 
more, Md.; D. E. Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincinnati, 
Ohio; William C. Menninger, M.D., Topeka, Kan.; 
Herbert S. Ripley, M.D., Seattle, Wash.; Edward A. 
Strecker, M.D., Philadelphia, Pa.; Harold Wolff, M.D., 
New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; 
Ross Golden, M.D., New York, N. Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., 
Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson 
Brown, M.D., Washington, D. C.; W. Paul Holbrook, 
M.D., Tucson, Ariz.; John H. Talbott, M.D., Buffalo, 
N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D'Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Orleans, 
La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., 
Cleveland, Ohio; Hobart A. Reimann, M.D., Philadel- 
phia, Pa. 


Yes, time is running out. F.C.C. re- 
strictions on diathermy frequency 
and harmonics will be in full effect 
June 30, 1952. 


L-F MODEL SW 660 short wave dia- 
thermy meets all F.C.C. require- 
ments and will pay for itself in the 


time it saves in YOUR office. 


EL SEF rian SHEIM 


coneany 
CINCINNATI 2, OHIO. 
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It’s Effective 
It’s “Patient-Accepted” 


@ The pleasant candy-like flavor of Pondets gains immedi- 
ate patient acceptance and cooperation. Especially im- 
portant to the physician, Pondets offer improved intraoral 
therapy because : 


e@ Each troche contains 20,000 units of penicillin 
and 50 units of bacitracin in synergistic com- 
bination. 


e@ Combined antibiotic therapy minimizes danger 
of bacterial drug resistance. 


e@ High, effective saliva levels of the combined 
antibiotics persist for at least one-half hour. 


PONDETS 


PENICILLIN-BACITRACIN TROCHES, WYETH 
SOLD ON PRESCRIPTION ONLY 
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Chis Month’s Authors 


Edward B. Benedict, M.D., 
a member of GP’s Editorial Advisory Board, is Assistant Clinical Professor of Surgery, 
Harvard Medical School, Cambridge, Massachusetts. An endoscopist at the Massachusetts 
General Hospital, Boston, he is also Consulting Endoscopist at the Massachusetts Eye and 
Ear Infirmary, Boston, and a member of the Consulting Medical Staff, Mount Auburn 
Hospital, Cambridge. Dr. Benedict is the author of Endoscopy, published this year. 


Sidney Carter, M.D., 
a native of Boston, is Assistant Professor of Neurology, Columbia University College of 
Physicians and Surgeons, New York City. He is Associate Attending Neurologist, Colum- 
bia-Presbyterian Hospital, and Adjunct Attending Neurologist, Montefiore Hospital, both 
in New York City. Dr. Carter was formerly Assistant in Neurology, Harvard Medical 
School and Instructor in Neurology, College of Physicians and Surgeons. 


Windsor C. Cutting, M.D., 


author of Manual of Clinical Therapeutics and Actions and Uses of Drugs, is Professor 
of Pharmacology and Therapeutics at Stanford University School of Medicine, San Fran- 
cisco, California. He is a member of the Therapeutic Trials Committee and the Council 
on Pharmacy and Chemistry of the American Medical Association. A frequent contributor 
to medical journals, Dr. Cutting is the editor of the Annual Review of Medicine. 


Claire L. Straith, M.D., 
has been specializing in oral and plastic surgery since 1919. For the last ten years, he 
has been the Surgical Director of the Straith Clinic for Plastic Surgery in Detroit, Mich- 
igan. Dr. Straith was graduated from Rush Medical College, Chicago, Illinois, with an 
M.D. degree, and received a D.D.S. degree from the Chicago College of Dentistry. He is 
a member of the International and the American College of Surgeons. 


Ernest H. Watson, M.D., 
is Associate Professor of Pediatrics at the University of Michigan Medical School, Ann 
Arbor. He served an internship at the University Hospital, and pediatric residencies at 
the Herman Kiefer and Henry Ford hospitals in Detroit, and at the University Hospital. 
Dr. Watson has contributed articles to the medical literature on infant feeding and on 
immunization practices, and is the author of Growth and Development of Children. 
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double power resist food 
in obesity! 


Most obese people are anxious to lose weight, but attaining the goal of a predicted weight 
loss of 15 to 30 pounds is by no means a simple matter. Long-established habits of 
catering to an enormous appetite and the “love for eating” make the problem doubly difficult. 


It requires a strong will-power to adhere to a restricted dietary regimen day after day... 
for dietary restriction and lack of bulk create a gnawing sense of emptiness that impels 
violation of the diet. Bulk hunger, as well as excessive appetite, therefore, must be controlled. 


Based upon the modern concept of hunger and appetite, Obocell makes adherence to 
reducing diets easy. Obocell is a new therapeutic adjunct that curbs appetite, suppresses bulk 
hunger, elevates the mood and doubles the power to resist food. 


Each Obocell tablet contains Dextro-Amphetamine Phosphate, 5 mg.; Methylcellulose, 150 mg. 
Dose: Three to six tablets daily, usually given 30 minutes before meals. 
Supplied: Bottles of 100, 500, 1000. 


Literature and Samples on Request 


IRWIN, NEISLER & COMPANY e Dept. GP e DECATUR, ILLINOIS 
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Yours Cruly... 


LETTERS FROM OUR READERS 


And Contents Noted 


Dear Sir: 

We are interested in organizing in our local hospital, a 
general practice department or section. We feel that you 
could probably give us valuable information as to the or- 
ganization of such a department. Would you be so kind 
as to send us all of the information available on the sub- 
ject and bill me for any reprints or other expense in- 
volved? 

I would also like to take this opportunity to add my 
commendation to the many, concerning GP. I feel that it 
is without question, by far the most valuable journal of 
any kind for the general practitioner. The magazine is 
one of true excellence in toto, but just to mention a few 
of the things I like particularly: very attractive layout and 
type faces so easy on the eyes; pictures and brief descrip- 
tions of the authors; uncanny selection of articles and 
short notes on so many subjects of great practical impor- 
tance to the general practitioner; such down-to-earth items 
briefly covered in “Tips” and “Information Please”; in- 
valuable business and economic section. 

One would be hard pressed to criticize GP, but if one 
were forced to do so (and I feel rather ashamed to men- 
tion it), I would suggest that the yellow color of the “Sec- 
retary’s Newsletter” is a bit rough on the eyes. 

Special praise to Editor Alvarez and Publisher Cahal. 

Kart R. Rotts, M.D. 
Sarasota, Florida 


Information gladly sent. Our production department 
has been dissatisfied with this “rough-on-the-eyes” yellow 
from the beginning. Recently we found a new stock 
which will meet our—and reader Rolls’—desires. As soon 
as present stocks are used, a softer yellow will appear on 
this page. Thanks to Dr. Rolls for his many compliments 
and his discerning criticism.—Ep. 


Sophomoric? 
Dear Sir: 

It is gratifying to note that at long last somebody has 
taken up the cudgels for the forgotten man, the general 
practitioner, as the “Survey of General Practice in Hos- 
pitals,” by Charles E. Nyberg, in the July number of GP 
Cpage 95), would indicate. In his article, our friend tells 
us the cheerful news that out of a total of 4,713 general 
hospitals, in 1950, 35 per cent answered “Yes” to ques- 
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tion 1. The question was, “Does the staff organization in- 
clude a department of general practice?” This certainly is 
a most gratifying report, to say the least. 

The “Survey,” I assume, was intended to determine 
the trend of organized medicine in its relation to the man 
in general practice. I am certain that Mr. Nyberg has 
done an excellent job, and his statistics are most encour- 
aging. However, before I proceed to throw up my hat 
shouting in glee, I should like to pose two questions that 
I should like to have answered: 1) Are the departments 
of general practice in the “Yes” hospitals headed by a 
general practitioner? 2) Where are those “Yes” hospitals 
located? I have a hunch that our good reporter is using 
hospitals in the rural sections of the country as his yard- 
stick. If so, I should like to call your attention to the fact 
that in most, if not in all, hospitals in the rural sections 
of the land, the men in general practice have always 
been on the “inside.” It would be most interesting to 
know the percentage of the “Yes” hospitals in the metro- 
politan areas of the states where most of the men in gen- 
eral practice are located. From the meager information 
that I have on hand, I learn that there are no hospitals of 
any magnitude in any of the large cities where general 
practitioners are on the attending staffs. In Baltimore, my 
bailiwick, I know of no hospital where a general prac- 
titioner enjoys that privilege. If there is one in one of 
the larger hospitals here, I should be inclined to think 
that the monster is either traveling incognito, or, that he 
has an “angel” on the governing board who is interested 
in him. 

For your information, you will please note that out of 
about 2,300 physicians here in Baltimore, only about 
1,350 are members of the medical society. Of the total 
membership, only the elite, i.e., about 7 per cent, are 
either on the active staff of, or, have courtesy privileges 
in, every hospital in the city. About 50 per cent, which 
I think is a rather high estimate, have only limited hos- 
pital connections. The balance have none. Not infre- 
quently, a capable general practitioner, because of his lack 
of hospital connections, is compelled to turn a patient over 
to a colleague when hospitalization becomes necessary for 
the patient. 

Please note too, that those general practitioners who 
are fortunate enough to have entree into one hospital or 
another, have very limited privileges. In fact, they are 
limited to the point of humiliation. In most cases a gen- 
eral practitioner is not permitted to do obstetrics. In hos- 

(Continued on page 21) 
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In disturbances involving smooth muscle 
spasm. optimal therapy controls both the psy- 
chic and somatic factors involved. Trasen- 
tine-Phenobarbital, with components having 
both peripheral and central action, obtains 
therapeutic effect in moderate dosage, with- 
out the side effects of belladonna on the 
heart, pupil or salivary glands. 

Trasentine-Phenobarbital has many indica- 
tions in gastroenterology, gynecology, urol- 


visceral spasm 


ogy, and also in radiology, where it is effec- 
tive in controlling the symptoms of radiation 
sickness. 

Issued: Trasentine - Phenobarbital Tablets 
(yellow) containing 50 mg. Trasentine® (adi- 
phenine) hydrochloride with 20 mg. pheno- 
barbital, in bottles of 100 and 500. 
Trasentine Tablets (white) without pheno- 
barbital, containing 75 mg., in bottles of 100 
and 500. 2/165=™ 


Trasentine-Phenobarbital 


potent spasmolytic 


mild sedative 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 
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(Continued from page 19) 
pitals in which the magnanimity is extended to that ex- 
treme privilege, he must not use any manipulative means 
in delivery, but he must confine himself to the status of 
a midwife, a poor midwife at that. 

In conclusion, I cannot refrain from voicing a few 
words of protest against our newly organized American 
Academy of General Practice. It is very true that our 
leaders are spending much time and are exerting much 
effort to improve the status of the man in general prac- 
tice. However, in their zeal to do so, our leaders have 
unwittingly, by their demands on the general practitioners, 

» assigned him to the same category of mediocrity in which 
the old order of organized medicine, has, in recent years 
(since the advent of the numerous specialty organiza- 
tions), placed him. Mediocrity is not particularly a mo- 

. nopely of the man in general practice, it may be uncov- 
ered even within the ranks of our celebrities. 

Through my many years of general practice I have 
met many of the shining lights in the various specialties 
in the field of medicine, and I can safely state that most 
of them are no better equipped to handle their particular 
line of practice, than is the average general man. Yet, I 
do not know of any of the specialty subdivisions of the 
A.M.A. which demands of its membership to go forth 
and learn, lest he be expelled from the organization, as 
does the American Academy of General Practice. 

The outlining of a program of compulsory education, 
or rather re-education, under a penalty of being expelled 


oe: from the society if not complied with, seems, to say the 


least, rather sophomoric—entirely an unfit regulation to be 
spread on the record pages of a supposedly learned organi- 
zation. Besides, such mandate will never serve to enhance 
the status of the general practitioner, nor will it serve to 
attract new members, without which an organization, no 
matter how important, can hope to survive. 
BENJAMIN Kaper, M.D. 

Baltimore, Maryland 


Dr. Kader’s information is meager indzed if he thinks 
there are no hospitals in any large cities where general 
practitioners are on the attending staffs. In past issues of 
GP the operation of general practice departments in large 
hospitals in such metropolitan cities as Saint Louis (April, 
1951), Cincinnati (May, 1951) Milwaukee (July, 1951), 
and Toledo (August, 1951) was described. Happily, the 
unhappy situation described in Baltimore does not exist 
in all parts of the country. Certainly most county medi- 
cal societies can boast that more than 57 per cent of tie 
local practitioners belong to their county society. 

Answers: (1) Yes, the “yes” hospitals do have general 
practitioners at the head of their Departments of General 
Practice; (2) These “yes” hospitals are located in both 
large and small communities. Table No. 3 in the report 
indicated that 41 per cent of the 100-200-bed hospitals 
and 34 per cent of the 300-400-bed hospitals had general 
practice departments. Certainly these are not in rural sec- 
tions of the land. 

An overwhelming majority of Academy members will 
(Continued on page 23) 
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in the menopause... 
“...a striking improvement in the sense 
of well-being,” was reported after “Premarin’’ therapy.* 


*Glass, S. J., and Rosenblum, G.: J. Clin. Endocrinol. 3:95 (Feb.) 1943 


ide 9 9 Estrogenic Substances (water-soluble) 
PR also known as Conjugated Estrogens (equine) 
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(Continued from page 21) 
disagree with Dr. Kader’s contention that the “shining 
lights” in the various specialties are not better equipped 
to handle complicated conditions in their respective spe- 
cialties than the “average general man.” Likewise, they 
would disagree with his contention that the Academy's 
continuation study requirements are sophomoric. They 
have and will enhance the status of the general practi- 
tioner.—Ep. 
Brilliant! 

Dear Sir: 

No one asked me to do it, but I simply cannot control 
my temper. I want to tell you that the Program Notes I 
have just received from the American Academy of Gen- 
eral Practice of its March, 1951, meeting deserves the 
adjective: brilliant! 

The idea in itself, the book, the arrangement, the print- 
ing—everything on it and in it is simply and plainly 
superb. 

R. Warrenserc, M.D. 
University of California 
San Francisco, Calif. 


In spite of the delay, I think you are to be congratu- 
lated for the very fine manner in which the Program 
Notes has been compiled. I feel sure that those who re- 
ceive this book will be enabled to relive the very success- 
ful session held in San Francisco. 

Howarp O. Brower 
Council on Medical Service 
American Medical Association 


I received the copy of Program Notes of the San Fran- 
cisco Assembly. It is a wonderful job of editing and ar- 
ranging of material. I am delighted to have these notes. 
They should be extremely helpful to all the members of 
the Academy. 

O. Spurceon M.D. 
Temple University Hospital 
Philadelphia, Pa. 


Thank you for your note of the 11th, and my warm 
congratulations to you on this copy of Program Notes. I 
think it is very well done, and it is a novel experience 
in a medical society. As a matter of fact, I thought that 
the Academy of General Practice was unique in a good 
many ways, including the day’s program in which I had 
a small part. I only hope that I can get a copy of it in 
subsequent years even though I am not on the program. 

C. MENNiNGER, M.D. 
The Menninger Foundation 
Topeka, Kansas 


Many thanks for the copy of Program Notes and for 
the journals you have sent me. Anyone concerned with 
publishing scientific material must admire the way in 
which you handled this whole meeting. My association 
with it was a very pleasant one. 

Paut PopENoE 
Director 
The American Institute 
of Family Relations 
(Continued on page 209) 
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Turicum presents methylcellulose in its most efficient form—a hydrated gel—with 
magnesium hydroxide in less than laxative dosage to assure continued hydration 


of the gel throughout the intestinal tract. 


In maintaining an osmotic equilibrium, the magnesium ion attracts and retains 


adequate water to keep the methylcellulose in the form of a soft gel—providing a 


distinctive, efficient lubricoid action which promotes gentle elimination. 
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--. no bloating, no impaction 
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When the need for vitamins is acute, 


prescribe GELSEALS 


(PAN-VITAMINS, THERAPEUTIC, LILLY 


—a complete, highly potent, and scientifically 


balanced therapeutic vitamin combination for oral use. 


1 Gelseal ‘Theracebrin’ = Thiamin Chloride (Vitamin B:), 15 mg. 
Riboflavin (Vitamin Bz), 10 mg. 
Pyridoxine (Vitamin Bs) Hydrochloride, 3 mg. 


Pantothenic Acid (as Calcium Pantothenate), 20 mg. 
Nicotinamide, 150 mg. 
Ascorbic Acid (Vitamin C), 150 mg. 
Distilled Tocopherols, Natural Type, 25 mg. 
Vitamin A, 25,000 U.S.P. or International units 


Vitamin D, 1,500 U.S.P. or International units 


Detailed information 
and literature on Gel- 
seals ‘Theracebrin’ are 
personally supplied by 
your Lilly medical serv- 
ice representative or 
may be obtained by 
writing to 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U. S. A. 
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Editorials 


Teaching General Practice 


Menicat students should be taught their profession 
by those who practice it. This is the substance of an 
article in a recent issue of the British Medical Jour- 
nal. Some medical schools in Great Britain are now 
beginning to call upon general practitioners to 
teach medical students. 

As in the United States, a number of methods 
are used to teach the medical student the art of 
actual practice. Some schools provide lectures by 
general practitioners; in others the students work 
under the supervision of a general practitioner in 
the out-patient department of hospitals, or in the 
general practitioner's own oflice. 

There is a renewed interest in Great Britain, as 
in the United States, on training prospective gen- 
eral practitioners. It has been recognized that there 
is a difference between teaching about a subject 
and teaching the subject itself, and, therefore, the 
best way to learn the problems and difficulties of 
general practice is to work under the supervision 
of a good practitioner. 

Medical educators and leaders in the profession 
in the United States are agreed upon the need for 
the continuing production of family physicians. 
Likewise it is generally agreed that students must 
acquire experience in the art of practice under the 
supervision of good general practitioners. In 1951, 
54 of the 79 medical schools in the United States 
were conducting programs designed to interest and 
prepare students for careers in general practice. 
These programs include lectures by general prac- 
titioners, practice in general medical clinics, and 
preceptorships with general practitioners. In 1945 
only one or two schools were offering preceptor 
training; today the number has increased to 19. 

Opportunities for additional training in general 
practice are provided through intern and resident 
programs. Forty-four schools are sponsoring such 
programs. In many cases the schools have affiliated 
with smaller community hospitals which are used 
for teaching purposes. 
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These changes in the thinking of medical edu- 
cators and the steps that have been taken in the 
last five years to emphasize training for general 
practice should produce an increasing supply of 
well-trained family physicians. The next step is the 
establishment of an over-all plan that will encour- 
age young physicians to locate in communities that 
need them. Consideration must be given to pro- 
visions for young physicians to practice in their 
community hospitals with opportunity to continue 
to advance their knowledge and skills. 

All of these things are a part of the medical pro- 
fession’s obligation to assure all of the people the 
highest quality care. 


Medicine in Lay Journals 


Ir 1s interesting to glance at the May, 1951, issue 
of Medicine in the News, What Patients Read, 
published by the Schering Corporation for the help 
of physicians who are constantly being asked by 
their patients, “Why don’t you give me the medi- 
cine that was written up in last week’s Saturday 
Evening Post?” Often the busy doctor has not 
had time to read the Post, and because he does not 
know all about the “new miracle medicine,” the pa- 
tient and his family may suspect that their medi- 
cal adviser is behind the times. These embarrass- 
ing interviews have caused a number of physicians 
to be much annoyed at that group of writers who 
are constantly breaking out with premature ~ but 
enthusiastic reports of largely untried and still 
questionable methods of treatment. 

Physicians do not disapprove of articles that are 
honest and well done and based on scientific fact. 
Such articles can perform a service to patients and 
to physicians. It is the poorly written and prema- 
ture report which is bad and harmful to everyone. 

In the May number of Medicine in the News 
one finds that some of the writers reported un- 
proven ideas. For instance, one man comes up with 
the old theory that a person’s character and behav- 


ior are the results of the working of his glands of 
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internal secretion. If one’s pituitary gland is not 
working quite well, one may become a criminal or 
an alcoholic. 

It is possible, as a writer says, that plasma from 
women who have just borne a child will cure 
rheumatoid arthritis, but as yet this idea is based 
on one man’s say-so, always to be taken with a 
grain of salt. One man is often mistaken. A “new 
test for cancer” should probably not have been 
written up. It will probably prove to be a “dud.” 
The use of antihistaminics in the treatment of 
peptic ulcer is of very doubtful value. The hypo- 
spray jet injector is a promising gadget but so far 
it has not come into general use. One wonders if 
Myocardone, an extract of heart muscle, will ever 
turn out to be of real value. 

Some of the other papers published are more 
helpful and justifiable, such as those on cataracts; 
on the great value of breast feeding; on allergy to 
tobacco; on the danger to the skin of too much 
exposure to the sun; on the value of Vitamin 
B,.; on the dangers to infants of ingesting boric 
acid; on the harmfulness of sugar to many people; 
and on the present-day intramedullary nailing of 
fractures of the thigh. 

In the old days the physician who would write 
for a lay magazine was frowned upon, but today 
one suspects that the country would be better off 
if good physicians would write more of the medical 
articles for the lay press, if only so that fewer lay- 
men would be doing the work. Such persons often 
are more anxious to turn an honest penny than to 
be sure of the accuracy of their information. 


The Scientific Method 


One of the hardest tasks for the reader of any med- 
ical periodical is to decide which part of what he 
reads is sound factual information, and which part 
is pure assumption by the writer, or perhaps only 
the writer’s fancy. All of us recognize how easy it 
is to delude ourselves in our clinical observations 
of symptoms and signs or of therapeutic methods. 
Experience does a great deal to remove such self- 
delusion but cannot always eradicate it entirely. 
For example, when we analyze our motives for 
prescribing certain drugs, we may at first suppose 
that the regular use of one particular drug for the 
relief of some particular symptom is based on our 
sound experience that this drug has a potent thera- 
peutic effect. On closer analysis, we may decide 
that it is not the drug after all which has been 
therapeutically effective; perhaps it has been our 


manner of prescribing the drug, some psychologic 
influence we have brought to bear, some other 
method that has been used coincidentally. We have 
been guilty of self-delusion. Authors, like their 
readers, are only human and are just as subject to 
all the human frailties. They differ from the mass 
of their readers only in the fact that they are writ- 
ing about their experiences. Often they too are 
guilty of self-delusion. 

Yet, we who read the scientific articles, couched 
in terms professorial, are easily swayed to believe 
that what we read is surely based on a scientific 
method. We do not stop to remember that the 
author may be guilty of self-delusion, or that he 
may be passing on information which he in turn 
has obtained from an earlier writer who had un- 
fortunately been self-deluded or neglectful of the 
scientific method. All of us remember when it was 
widely taught that congestive heart failure should 
be treated by stringent restriction of liquid intake. 
All of us now agree that there was no real founda- 
tion for this teaching and that this kind of treat- 
ment often did more harm than good. We have 
read many articles in recent years on the subject of 
venous thrombosis and pulmonary embolism. We 
have accepted ideas about these disorders—ideas 
discussing etiology, pathology, and therapy, which 
on closer examination may have no foundation in 
fact. One of the “Tips from Other Journals” re- 
ported in this issue of GP illustrates how far astray 
our thinking may go in connection with thrombo- 
embolic disorders when we are influenced by writ- 
ers who have an intuitive rather than a scientific 
approach to the discussion of a problem. This Tip 
and another one, on the subject of peptic ulcer, 
imply that the study of these two very important 
conditions has not after all been very complete, 
and that many of the thoughts about them which 
we have blithely accepted had better be re-examined 
closely. 

Although in recent years there has been more 
and more tendency for careful writers to make use 
of statistical methods in the study of medical prob- 
lems, we are still being misled at times by authors 
who do not make use of these methods, but who 
glibly mention numbers or percentages of cases and 
imply that these numerical references have statis- 
tical significance. Moreover, even the best prepared 
statistics may be misleading. In more complicated 
clinical medical studies, there are bound to be ex- 
traneous factors which even the trained statistician 
cannot take into account, or of which he may be 
unaware when he draws his conclusions. Still fur- 
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ther, the source of the information which is worked 
over statistically may have a great bearing on the 
significance of the final result. For example, all of 
us are familiar with the kind of clinical study 
which involves an analysis by the author of scores 
or even hundreds of cases of a certain disease, 
which have been collected from hospital records 
covering, let us say, a decade. Now anyone who 
has looked at hospital records that are a year old 
(not to mention those ten years old) knows how 
unwilling he might be to draw conclusions solely 
from his study of these records. For instance, an 
author might report that during a period of ten 
years there were 30,000 surgical operations at his 
hospital, and that vomiting occurred postoperatively 
in 10 per cent of the cases. No method, statistical 
or otherwise, can insure that this was an accurate 
appraisal of the incidence of postoperative vomit- 
ing, because we do not know how often there was 
a failure by some member of the hospital staff to 
make a record of the patient’s vomiting after op- 
eration, but we do know from our everyday ex- 
perience that such omissions from hospital records 
are very, very common. Consider also for a moment 
the reliability of vital statistics, from which con- 
clusions are sometimes drawn. We would all agree 
that certain broad ideas about disease might be ob- 
tained from vital statistics, but we should be aware 
too of their shortcomings. We know how often we 
are forced to certify as “cause of death” some con- 
dition for which we have no proof in the strictest 
sense. None of this is meant to imply that statisti- 
cal methods should not be employed. Indeed, they 
should be used more often than is now the case; 
but they must be used with the strictest honesty 
and the most critical interpretation. Their users 
must be careful to state what parts of the problem 
have been omitted from consideration, as well as 
what parts have been included. 

Although these statements may give the impres- 
sion that we are crusading for an improvement in 
form and technique of medical reporting, this is 
certainly not the case. It is true that we would like 
to see all authors scrupulous in their perusal of 
the items of their bibliographies, honest in their 
appraisals of their clinical observations, accurate 
and statistical in the reporting of their results, and 
dispassionate and wholly scientific in all their ten- 
dencies. But we are more interested at this moment 
in the reader than in the writer of medical articles. 
We would like to hope that what we have had to 
say will make the reader more discriminating, more 
critical, more skeptical of what he reads. We would 
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like him to be able to recognize in what he reads 
whether or not the author has used the scientific 
method. When the reader can achieve this, he has 
become a good reader, and from good readers, good 


writers grow. 


Treatment of Hyperthyroidism 


On Tue basis of their experience at the Cleveland 
Clinic, Crile and McCullagh emphasize that there 
are now three satisfactory means of treating hyper- 
thyroidism, and that consideration should be given 
to the selection of that means of treatment which 
is safest, most effective, and most economical, and 
which is most consistent with the patient's con- 
venience, comfort, and desires (Ann. Surg., 134: 18, 
1951). 

For patients with nodular goiter with hyperthy- 
roidism, thyroidectomy after preparation with propyl 
or methyl thiouracil is the preferred treatment. 
These patients seldom have a recurrence of hyper- 
thyroidism after surgery and also show a very low 
incidence of postoperative hypothyroidism. On the 
other hand, they are likely to exhibit recurrences 
of hyperthyroidism when they are treated with 
propyl thiouracil; they are relatively resistant to 
the effect of radioactive iodine; and the risk of 
cancer of the thyroid makes removal of the gland 
desirable in any event. This same type of treatment 
is best for patients with Graves’ disease in whom 
the thyroid is quite large, if for no other reason 
than the cosmetic result. At the same time in such 
cases, the control of hyperthyroidism is at least as 
good as with other methods. 

Young patients with Graves’ disease, in whom 
the thyroid gland is small or only moderately large, 
can be treated effectively with a thiouracil deriva- 
tive alone in approximately 75 per cent of cases. 
This method, therefore, should be employed as 
the first effort to cure the disease. Recurrence of 
hyperthyroidism after withdrawal of treatment with 
a drug like propyl thiouracil is most likely to be 
seen within the four months immediately follow- 
ing discontinuation of treatment. Serious toxic 
effects of propyl thiouracil are quite rare. The 
chief disadvantage of this type of treatment is a 
failure of co-operation on the part of the patient, 
a difficulty which may be anticipated in certain 
cases and which may be removed if only co-opera- 
tive patients are selected for this type of treatment. 
The use of propyl or methyl thiouracil is also a 
good alternative to the administration of radio- 
active iodine in aged or debilitated patients regard- 
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less of the type of goiter. In such patients, thyroid- 
ectomy is a distinct disadvantage. 

For patients with recurrent hyperthyroidism, for 
elderly patients with nodular goiter with hyper- 
thyroidism, and for a selected group of younger 
patients with Graves’ disease, radioactive iodine is 
the treatment of choice. Crile and McCullagh 
might be tempted to use this agent in more of the 
younger patients were it not for their doubts 
about the ultimate potentialities of the agent. They 
emphasize, however, that experience to date has 
revealed no disadvantage and no evidence of seri- 
ous toxic effect in any case. This is understandable 
in view of the fact that the amount of radioactive 
iodine administered is quite small. Most of it is 
concentrated in the active part of the thyroid gland. 
Its duration of action is relatively brief and its 
effect easy to measure. The advantages of treat- 
ment with I'** are important. This agent requires 
little professional supervision and relatively little 
co-operation on the part of the patient, and there 
is no inconvenience in the form of hospitalization, 
loss of work, or repeated visits to the physician. 
Moreover, the incidence of recurrent hyperthyroid- 
ism is low, and when it does occur it can be con- 
trolled by another treatment with I***. The in 
cidence of hyperthyroidism has been about the 
same as that following an adequate thyroidectomy. 

Taken as a whole, the report of Crile and 
McCullagh is a refreshing example of unpreju- 
diced clinical study. This gives the report a dis- 
tinct advantage over some other writings on the 
treatment of hyperthyroidism in which the authors 
give the impression that they have been con- 
vinced of the advantages of one form of treatment 
before they began their studies. Crile and McCul- 
lagh present data which support their convictions 
and which may well serve as a guide for the treat- 
ment of hyperthyroidism. 


An Unheralded A.M.A. Service 
Our hat is off to the A.M.A. Bureau of Investiga- 


tion for its alertness in calling FDA attention to 
recent shipments into this country of “Mexican In- 
dian Root,” a worthless and extremely dangerous 
nostrum, widely advertised as “a substitute for in- 
sulin.” (If any physician knows of diabetics who 
have this preparation, he is asked to advise the 
FDA, which will contact the patients immediately.) 
It occurs to us that services such as that per- 
formed by this Bureau of the A.M.A. too often go 
unheralded. There is, unfortunately, a human tend- 


ency to take for granted any job that is con- 
stantly well done—whether it be performed by an 
individual or an organization. Particularly in the 
case of the country’s parent medical organization, 
which has been so frequently maligned by carp- 
ing critics the past several years, it is easy to for- 
get the important role which this Bureau, as well 
as the various A.M.A Councils, have played for 
years in guarding the public against dangerous 
drugs, worthless therapeutic devices, and mislead- 
ing advertising. 

Despite the alarmists who view the A.M.A. as a 
topheavy colossus . . . despite the proponents of 
“political” medicine who decry its opposition . . . 
the American Medical Association continues year 
after year to provide services and standards of 
which the American public, as well as the medical 
profession, can be justly proud. 


It May Depend on Whose Fire! 


AN EprToRIAL in the August issue of The Modern 
Hospital called attention to an article entitled 
“Our Firetrap Hospitals’, which appeared in a re- 
cent issue of Collier's magazine. The editorial in- 
dicated some distress over the fact that the headline 
was “calculated to scare hell out of anybody who 
is going to be a hospital patient.” 

It is only fair also to mention that the editor im- 
mediately added: “The rest of the article should 
scare hell out of the hospital people” and went on 
to report some of the definitely frightening per- 
centages which the Collier's writer had gleaned 
from a hospital survey currently being conducted 
by the National Board of Fire Underwriters. 
(These included such eye-opening items as defec- 
tive wiring in 95 per cent of the hospitals sur- 
veyed, inadequate sprinkler protection in 80 per 
cent, and nonfunctioning alarm systems in 95 per 
cent). 

On the whole, however, the general tone of the 
editorial, it seemed to us, was extremely mild and 
left the feeling of an editorial desire to “play 
down” the whole matter, even though the accuracy 
of the quoted percentages was not questioned. 

It is an interesting coincidence that in the edi- 
torial immediately following this one, The Modern 
Hospital takes to task the Chicago Medical Soci- 
ety for protesting over the amount of unfavorable 
publicity given by Chicago newspapers of the fact 
that some 5 per cent of doctors caring for insured 
polio patients were making excessive charges. The 
hospital journal points out that it “cannot agree 
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that exposure of medical evils should be suppressed 
altogether because of the possibility that some un- 
just inferences might be drawn from such public- 
ity.” The magazine concludes that “doctors who 
are really interested in wiping out medical wrong- 
doing of all kinds should welcome the assistance 
of newspapers, magazines, and others who are find- 
ing and presenting evidence of wrongdoing. 

GP heartily concurs with this conclusion of The 
Modern Hospital, as well as with the final state- 
ment of the editorial: “The thing that hurts hos- 
pitals and doctors most is not bad publicity, but 
bad practices.” By the same token, GP feels there is 
- equal justification for a thorough airing of the ap- 
palling lack of hospital fire safeguards as reported 
in the Collier's article. We believe it is a moral 
obligation of every physician to make certain that 
the hospitals to which he sends his patients have 
reasonably adequate safeguards—in the provision of 
physical devices, and in the elimination of person- 
nel carelessness and administrative neglect as well. 

But if the officials of the Chicago Medical So- 
ciety are deserving of a slap on the wrist for their 
efforts to minimize the bad publicity resulting 
from the bad practices of a few of its members, 
then we feel that any tendency to “write down” 
the seriousness of the charges leveled against the 
hospitals indicates a certain inconsistency of atti- 
tude on the part of our contemporary in the hospi- 
tal field. It would appear as though it makes some 
difference whose fire is smoking. 


Psychopathic Personality 


Tue most remarkable and vivid descriptions of 
persons with psychopathic personalities are to be 
found in Cleckley’s book, The Mask of Sanity. 
As the author says, these people are so devoid 
of any of the ordinary symptoms of insanity, such 
as delusions or hallucinations, that they cannot be 
held in an insane asylum. According to all defini- 
tions of insanity they are sane. Moreover, when 
sober and behaving himself, a man of this type is 
affable, perhaps socially attractive, confident in his 
behavior, perfectly at ease, and so plausible in his 
talk that he makes many friends, and “borrows” a 
lot of money from them. Often he is taken into 
some rich person’s home, and is offered a good 
job, but he soon gets into trouble with his friends 
and his employer. Usually he victimizes them. 
When he gets into conflict with the law, he often 
makes friends with the judge, and so thoroughly 
convinces him that he is going to go straight, that 
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His Honor promptly sets him free. Often the judge 
gets the impression the crime was only a prank. 

These psychopaths commonly cash innumerable 
bad checks, which have to be made good by the 
family in order to keep the fellow out of jail. These 
men desert several wives in succession, and they 
seldom make any effort to support their children. 
They will marry a woman without bothering to 
get a divorce from the wife they have at the time. 
They borrow cars, just to ride around town. A 
dozen times they will be taken to a psychiatric 
hospital or a jail but neither institution will hold 
them. From jail they escape by pleading insanity, 
and from the asylum they are promptly freed by a 
lawyer. These persons cost their families thousands 
and thousands of dollars. They embezzle money, 
they disturb the peace in many ways, and they go 
from one stupid and aimless escapade to another. 

The man shows no anxiety for the future; he 
shows no chagrin over his embarrassments; he 
never shows any shame for his misdeeds; he feels 
no regrets, and he rarely expresses sorrow for the 
terrible things he has done to innocent people and 
to the people who love and protect him. A hun- 
dred times he will give his word of honor to go 
straight, and always he will do this in a convincing 
way. Even after breaking his word a hundred 
times, he still will expect it to be accepted. Every 
time he is turned loose he starts doing the same 
foolish things that previously landed him in jail. 
He has absolutely no aim in life and he never 
makes any consistent effort to behave. 

There are all grades of this disorder; some of the 
persons are somewhat vicious; most are mainly 
childish, foolish, and impulsive; many are alco- 
holic; and a few are fairly harmless. 

The sad fact is that society has never officially 
recognized this common type of disease, and has 
never devised any way of protecting itself from the 
unsocial behavior and the depredations of these 
people. Every town has its amiable drunks or good- 
for-nothing irresponsibles, and no one knows what 
to do with them. 


Graduate Training 1951 


Tue annual report on intern and residency train- 
ing of the American Medical Association’s Council 
on Medical Education and Hospitals shows an in- 
crease in both the number of internships offered 
and in the number of positions vacant. 

As of September 1, 1951, there were 10,044 ap- 
proved internships in 828 hospitals as against 9,398 
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in 799 hospitals in 1950. Vacancies in 1951 were 
reported for 3,223 positions; in 1950 2,340 vacan- 
cies were reported. 

Of the total 10,044 internships, 8,544, or 85 per 
cent, were classified as rotating internships, most 
of them of twelve months duration. 

The Council stated that information from its 
survey indicated an additional 1,000 internships 
will be offered in 1952. Many of the hospitals re- 
ported they were increasing their internship pro- 
gram in order to make up a deficit in their house 
staff resulting from residents being called into mili- 
tary service. 

The demand for interns due to continued ex- 
pansion since World War II has been of concern 
to the Council for a number of years. The Council 
recently appointed an advisory committee with 
representatives from the profession, medical educa- 
tors, and hospital administrators to review and 
study the problem. 

The number of residencies has increased also 
from 18,669 residencies in 1,079 hospitals in 1950 
to 20,257 in 1,120 hospitals in 1951. Vacancies in- 
creased from 1,179 in 1950 to 4,869 in 1951. 

The number of general practice residencies in- 
creased from 94 residencies in 32 hospitals in 1950 
to 250 in 73 hospitals in 1951. The first list of 
approved general practice residencies appeared in 
1950 so it is too early to make any significant evalu- 
ation on these programs. In 1951, 57 or 25 per 
cent of the positions were vacant; however, in some 
of the specialty classifications, vacancies ran as high 
as 58 per cent. 

All residencies are affected by the call-up of 
young physicians for military service, so it is difh- 
cult to determine what the need or demand for 
residency training would be if and when there is 
less urgency for physicians for the Armed Forces. 

Some method must be developed to bring about 
a closer balance between applicants and position 
available in both types of training in the near 
future. That is a responsibility of the entire pro- 
fession working through the A.M.A.’s Council on 
Medical Education and Hospitals. 

The residencies in general practice are designed 
to provide an additional year or two of training in 
clinical practice. The success of such programs will 
depend upon the quality of the training provided. 
It is hoped that all general practitioners, as well as 
others concerned with this type of training, will 
exert every effort to make it a worthwhile period of 
advanced training to the prospective general prac- 
titioners. 


Banquet Barbarism 


ln THE last half century doctors have mercifully 
abandoned the once popular pastime of bleeding 
the sick. But a sadistic barbarism peculiar to our 
profession is the cause of almost as much needless 
suffering. 

Consider the horrible lot of the distinguished 
guest speaker who is compelled to sit at a banquet 
table for two or three hours while a grinning toast- 
master introduces half a hundred officers, commit- 
tee members, guests, friends, and visiting firemen. 
Ponder the mortal anguish and exsanguination he 
suffers as first one and another is called upon for 
“a few appropriate words.” 

All this, mind you, is considered preliminary to 
the piéce de résistance, the principal address. By 
the time the presiding officer finally gets around to 
the “extreme pleasure” of introducing the speaker 
of the evening, that poor soul is weary, bored, and 
dispirited. So is the audience. 

A man who has gone to the considerable trouble 
of preparing a feature address and who has fre- 
quently traveled thousands of miles to deliver it 
deserves better than this kind of treatment. 

A few weeks ago we watched a distinguished 
senator undergo this altogether too frequent insult. 
When the audience was thoroughly surfeited and 
ready to go home, when the clock showed eleven 
o'clock, the speaker was grandly introduced. 

It was too much. The carefully prepared and 
accurately timed discussion the speaker had in- 
tended to present had long since been smothered 
by a rising indignation. The speaker was fully 
aware of the well-known psychological precept that 
the human mind can absorb no more than the 
human seat can endure. With ill-concealed choler, 
he spoke for a few minutes and sat down. 

This barbaric, uncivilized, and impolite practice 
should stop. Here and now we undertake a crusade 
to spare distinguished speakers from the cruelty of 
the banquet ordeal. We urge all those presiding at 
such functions to introduce the speaker first in the 
course of events, immediately following the dinner. 
Give him an opportunity to present his address to 
an alert and interested audience, and give him the 
time he requires. 

Then, when the principal address is concluded 
and the speaker has been duly thanked, the round 
of introductions, funny stories, committee reports, 
and mutual admirations can begin. They can go 
on as long as anyone desires. Those who find it 


boring can depart, including the guest speaker. 
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SEvERAL days ago, an older practitioner in my 
community requested that | see a patient with a 
badly infected finger which he had been treating 
for several days with epsom-salts soaks and penicil- 
lin, to no avail. 

The patient presented himself with a massive 
edema of the entire finger. The nail was pried loose 
from the bed by the pressure of pus behind, and 
one did not have to be a diagnostician to realize 
that the patient had a felon with an osteomyelitis of 
the terminal tuft. 

The only reason why this capable practitioner 
had neglected incising the felon was that his diag- 
nosis was “an infected finger.” The moral to the 
story should be obvious. A diagnosis of an infected 
finger calls for palliative treatment such as was 
given, whereas a diagnosis of a felon requires im- 
mediate incision and drainage. The practitioner had 
failed to make a definite diagnosis and the treat- 
ment was unsatisfactory. Definitive diagnosis makes 
for definitive treatment. 

Treatment of many conditions will be unsatisfac- 
tory if the etiology is unknown. Many diseases 
show similar characteristics, and they are often 
treated with medications which are specific for en- 
tirely different diseases. Bleeding from a uterine 
fibroid may be stopped with doses of testosterone 
proprionate, and yet no one will claim that the 
treatment is specific for this condition. Treating a 
patient for a gastritis will not cure the underlying 
ulcer or carcinoma. Treating bleeding from the rec- 
tum as hemorrhoids with the use of suppositories 
may ease the distress and the bleeding may stop, 
and yet nothing will be accomplished. 

It is not so surprising in this day of wonder 
drugs, where a cure for any condition is practically 
guaranteed by the use of them, that so many of 
them are being used with no rationale. 

Fortunately, the majority of illnesses that are en- 
countered by the general practitioner do not require 
prolonged treatment and are not chronic in nature. 
Others will progress and the mortality may be high, 
but if treatment is started early, it may be effective 
and a cure attained. To treat a cough resulting 
from a bronchogenic carcinoma as an “ordinary 
cough” is nothing short of criminal. With the won- 
derful diagnostic aids that are available to us today, 
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why should we not take full advantage of them? 

lt is possible also to put too much emphasis on 
laboratory work and ignore the complaints of the 
patient. One has only to look at the tremendous 
amount of unnecessary laboratory work which is 
ordered to realize that the art of diagnosis as prac- 
ticed by our older clinicians is rapidly becoming a 
lost skill and art. Laboratory work is essential, of 
course, but the tests are only as good as the man 
who orders them. 

A good history, while lengthy and time-consum- 
ing, is of far greater importance in many cases 
than the laboratory. The general practitioner, in 
particular, is in a position to acquire knowledge of 
family and siblings, which may point to a disease. 
A patient coming from a family of cardiacs should 
put the family physician on his guard, and the 
chest pain or shoulder pain should not be dismissed 
as “rheumatism.” 

Those people with a familial tendency to 
“nerves” should be counseled and guided in a way 
of life, but make your diagnosis after you have 
eliminated the possibility of cerebral pathology, be- 
cause the unhappy individual who faints on the 
least provocation could also have a cerebral acci- 
dent. Every general practitioner knows a youngster 
who is prone to overeat and to develop gastritis 
with nausea and vomiting, and he will be less likely 
to have this child operated on for an acute appen- 
dix after he has seen several such episodes—but let 
him make his diagnosis first. 

Despite the fact that syphilis is decreasing in fre- 
quency, let us not forget the Wassermann test in 
an effort to rule out fever of undetermined origin— 
perhaps it is indicative of Hodgkins’ disease, or un- 
dulant fever? Let us not shrug it off as just a cold. 

How often do we see cases of skin disease which 
have been cruelly mistreated because a diagnosis 
was never made? With the character of disease 
changing and the methods of treatment changing, 
it is encumbent upon us, general practitioners, who 
see at firsthand, more and more of these puzzling 
cases, to practice medicine honestly and thoroughly. 
An honest error is understandable, but an error due 
to carelessness or to being slipshod is not. 

Let's make that diagnosis, Doctor. 
—Epwin Martin, M.D. 
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Figure 1. Unsuspected foreign bodies 
(jagged nut fragments) removed by 
bronchoscopy in case of bronchiectasis. 
Patient had been eating while drunk. 


BY EDWARD 8B. BENEDICT, M. D. 
Massachusetts General Hospital, Boston 


The skilled endoscopist can provide assistance in the diagnosis and treat- 
ment of a wide variety of diseases of the respiratory tract, esophagus 


and stomach, and peritoneal cavity. For maximum benefit to his patients, 
Figure 2. Bronchoscopic view showing 
conglomerate tubercles in left main 
bronchus. Left upper lobe orifice vis- 
ible on left side. 


the general practitioner must know when to consult the endoscopist. 


Ir 1s my belief that the general practitioner would 
call the endoscopist into consultation more fre- 
quently than he now does, provided he knew more 
about the indications for the various endoscopies 
and the results to be expected from their use. 

In this report I will discuss four types of exami- 
nation—bronchoscopy, esophagoscopy, gastroscopy, 
and peritoneoscopy. All of these are easily per- 
formed under local anesthesia. 


Bronchoscopy 


Figure 3. Typical cauliflower type of 
carcinoma obstructing the right lower 
lobe bronchus just below the middle 
lobe orifice. The middle lobe orifice is 
seen anteriorly at 12 o'clock. Since there 
was no vocal cord paralysis, no widen- 
ing of the carina, and no fixation, the 
case was felt to be probably operable. 


The indications for bronchoscopy are cough, 
hemoptysis, wheeze, and bronchial obstruction. 

Cough, if persistent, calls for investigation. His- 
tory, physical examination, and x-ray come first. If 
excessive smoking, sinusitis, laryngitis, and pharyn- 


Color illustrations used were selected from author's book, Endoscopy. 
They appear through the permission of Williams & Wilkins, the publisher. 


Figure 4. Bronchoscopic view showing 
widening of the carina with marked 
fixation indicating malignant invasion 
of the mediastinum, therefore inoper- 
able. 


Figure 5. Esophageal web as seen 
through the esophagoscope. Note the 
very thin membranous appearance with 
small lumen on the left. This web was 
readily divulsed by the esophagoscope 
and the patient was completely relieved. 


Figure 6. Nodular, irregular, polypoid 
mass typical of carcinoma as seen by 


esophagoscopy. 
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gitis have been excluded, it is wise to investigate by 
bronchoscopy to see if there is tracheitis, bronchitis, 
bronchiectasis, tracheobronchial tuberculosis, tumor, 
or foreign body which may have been undetected 
by history and by other studies. 

Hemoptysis is one of the most important indica- 
tions for bronchoscopy. Hemoptysis may be due to 
inflammatory processes such as bronchitis, bron- 
chiectasis, or lung abscess. Tracheobronchial tuber- 
culosis is a rather common source of it. Benign or 
malignant tumors of the bronchus almost always 
cause hemoptysis. Carcinoma is one of the com- 
monest and most important sources of bronchial 
hemorrhage. There are some foreign bodies in the 
bronchus which give very little history except that 
of hemoptysis. In 90 per cent of the patients pre- 
senting hemoptysis as a symptom, there is serious 
underlying disease which demands immediate and 
intensive investigation. 

Wheeze, especially if unilateral, is a very impor- 
tant symptom and an important indication for bron- 
choscopy. It may be caused by excessive secretions 
as seen in bronchitis or bronchiectasis, or it may be 
produced by ulcerative, proliferative, or stenotic 
tuberculous lesions of the bronchus. Benign or ma- 
lignant tumors of the bronchus may also give rise 
to wheeze, especially if they are of a polypoid na- 
ture and do not completely obstruct the bronchus. 

Bronchial obstruction may be evident by physical 
or x-ray examination. Bronchoscopic examination is 
necessary to determine whether the obstruction is 
due to an inflammatory process, tuberculosis, tumor, 
or foreign body. 

Postoperative atelectasis is common and is usually 
characterized by cough, dyspnea, elevation of tem- 
perature, pulse, and respiration. The patient is 
often too weak to cough up his secretions, in which 
case bronchoscopy is indicated. Bronchoscopic as- 
piration of secretions before, during, and after op- 
eration is now considered to be of such great im- 
portance that anesthesiologists are being trained to 
carry out this procedure. The results of postopera- 


Figure 9. Acute and chronic gastritis with 
erosions and hemorrhage in a postoperative 
(pylorectomy) stomach. X-rays were negative 
in this case; gastroscopy revealed the correct 
diagnosis of the cause of the bleeding, which 
had been severe. Subtotal gastrectomy re- 
sulted in complete cure (8-year follow-up). 


Figure 10. Gastric atrophy. Note pale thin 
mucosa with network of blood vessels. This 
condition is seen in deficiency diseases, no- 
tably pernicious anemia, sprue, pellagra, and 
scurvy. It is also seen as an idiopathic en- 
tity and in some cases may be the end stage 
of a gastritis. Intensive liver therapy is 
usually very effective. 


Figure 11. Gastroscopy demonstrated mul- 
tiple gastric ulcers and erosions with hemor- 
rhage. Gastroscopic diagnosis: hypertrophic 
gastritis. Neoplasm however was suspected. 
Pathologic report: malignant lymphoma, lym- 
phocytic type with peptic ulcerations. Gas- 
troscopic biopsy would have avoided error 
in diagnosis. (Courtesy Surg., Gynec. & Obst. 
and the Am. J. Roentgenol.) 


Figure 7. Smooth narrowing of the 
esophagus with very little gross sus- 
picion of malignancy. Biopsy, how- 
ever, revealed carcinoma. The impor- 
tance of biopsy in the differential di- 
agnosis of benign stricture and carci- 
noma cannot be overestimated. 


Figure 8. Severe acute superficial gas- 
tritis, showing reddening, edema, and 
adherent secretion. 


Figure 12. Close-up view of metastatic 
carcinoma of the liver (Courtesy of 


Oxford Medicine). 
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tive bronchoscopic aspiration of secretions are some- 
times very dramatic with immediate relief of symp- 
toms and sharp drop in temperature, pulse, and 
respiration. 

Bronchitis. In severe cases of bronchitis with 
hemoptysis, bronchoscopy should be performed to 
determine the source of the bleeding and to rule 
out other diseases. It should also be performed 
when bronchitis is present, to relieve obstruction 
and to aspirate accumulated secretions and inflam- 
matory tissue. 

Bronchiectasis. Because of the known association 
of bronchiectasis with foreign body, tumor, or stric- 
ture, all cases of bronchiectasis should have one 
diagnostic bronchoscopy. An unsuspected foreign 
body may be found and removed (Figure 1). A rel- 
atively silent tumor may be discovered and biopsied. 
A bronchial stricture may be found which can be 
treated by dilatation through the bronchoscope. 
Some patients with bilateral bronchiectasis who 
are poor surgical risks are benefited by repeated 
bronchoscopic aspiration of secretions. 

Lung abscess. Sometimes the bronchoscopist is 
needed to assist in localizing a lung abscess, to help 
in establishing drainage through the bronchus, and 
to differentiate the lesion from carcinoma or foreign 
body. Bronchoscopic treatment includes aspiration 
of secretions and dilatation of areas of inflamma- 
tory narrowing. 

Tracheobronchial tuberculosis. Bronchoscopy is 
the only positive means of making a diagnosis of 
tracheobronchial tuberculosis. It is indicated in 
pulmonary tuberculosis when there are obstructive 
signs and symptoms as shown by atelectasis, 
wheeze, difficulty in raising sputum, persistent 
cough or dyspnea, or intermittent febrile attacks. 
Bronchoscopy is also indicated when there is posi- 
tive sputum in the absence of active parenchymal 
disease, or when there is hemorrhage unexplained 
by parenchymal disease, or when collapse therapy 
is contemplated. The three types of tracheobron- 
chial tuberculosis, namely the ulcerative, prolifera- 
tive, or stenotic types, may be differentiated by 
bronchoscopic examination (Figure 2). Broncho- 
liths, which are due to calcified tuberculous lymph 
glands perforating into the trachea or bronchi, may 
be removed bronchoscopically. The gentle dilata- 
tion of a tuberculous stricture at the time of bron- 
choscopy has been shown to be a safe procedure 
which may release dammed-up secretions and re- 
lieve the patient of intermittent febrile attacks. 

Foreign bodies. Foreign bodies in the tracheo- 
bronchial tree should be removed by bronchoscopy 


if possible. In almost all cases, bronchoscopic _re- 
moval is possible and is usually successful in re- 
lieving the patient's symptoms. If, however, the 
foreign body has had a long sojourn in the bron- 
chus, there may be persistent atelectasis or bron- 
chiectasis. On rare occasions, a foreign body may 
be aspirated without the patient's knowing it and 
may remain in a small bronchus for many years 
without producing any symptoms. 

Benign tumors of the bronchus. Any patient 
with repeated attacks of hemoptysis, bronchial ob- 
struction, or so-called pneumonia, should be sus- 
pected of having a benign tumor of the bronchus. 
By far the commonest type is the adenoma. Since 
benign tumors of the bronchus almost always oc- 
cur in the major bronchi, the diagnosis can be read- 
ily established by bronchoscopy. 

Bronchiogenic carcinoma. Although the diagnosis 
of carcinoma of the lung may be probable on the 
basis of history, physical examination, and x-ray 
study, it is never proved until there is a positive 
microscopic report. Of all the methods available to 
secure such a report, bronchoscopic biopsy is the 
most important. A positive bronchoscopic biopsy 
for carcinoma completes the diagnosis (Figure 3). 
In tumors which are beyond the reach of the bron- 
choscope in the periphery of the lung, saline may 
be introduced into the suspected bronchus and re- 
aspirated for cytologic study. Good results have 
been obtained by this method. The bronchoscopist 
can also aid in determining the operability of the 
lesion by noting its location and its fixation. Wid- 
ening and fixation of the carina almost always 
means invasion of the mediastinum and therefore in- 
operability (Figure 4). 

Sarcoma. Primary sarcoma of the lung is very 
rare. If it lies in a major bronchus and is acces- 
sible to the bronchoscopist, its gross appearance is 
the same as that of carcinoma, and the diagnosis of 
sarcoma can be established only by histologic study 
of the biopsy specimen. 

Lymphoma. Bronchoscopy in suspected lym- 
phoma is important: (1) for the negative evidence 
it may give of an uninvolved tracheobronchial tree; 
(2) because of the rare intrinsic bronchial invasion; 
(3) for the positive evidence it may give of widen- 
ing and fixation of the carina, or deviation, fixa- 
tion, and narrowing of parts of the trachea or 
bronchi by extrinsic pressure; and (4) for the dis- 
closure of a bronchiogenic carcinoma or other intra- 
bronchial pathology in addition to the lymphoma. 

Metastatic malignant disease of the bronchus. 
The diagnosis of metastatic tumor in the bronchus 
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should be suspected when there is a known pri- 
mary source and there has been hemoptysis or evi- 
dence of bronchial obstruction. In my own experi- 
ence, I have seen sarcoma of the scrotum metasta- 
size to the bronchus and I have also seen hyper- 
nephroma metastasize to the bronchus, both of 
which were proved by bronchoscopic biopsy. I also 
know of a carcinoma of the cecum which metasta- 
sized to the bronchus. 

Asthma. Bronchoscopy is seldom indicated in un- 
complicated asthma. In cases with unilateral 
wheeze, hemoptysis, or atelectasis, bronchoscopy 
should be performed to rule out other diseases. Oc- 
casionally bronchoscopic removal of thick, tena- 
cious mucus is of great value in asthmatic patients 
who cannot expel their secretions by coughing and 
who may have bronchiectasis in addition to their 
asthma. 


Esophagoscopy 


Esophagoscopy is indicated in all cases of eso- 
phageal obstruction; in all cases where a positive 
microscopic diagnosis is desired; in all cases where 
x-ray examination is inconclusive; in all cases of 
suspected foreign body; and in many cases where 
x-ray examination is negative, but where symptoms 
referable to the esophagus persist. Dysphagia is 
often the first symptom of esophageal disease. Re- 
gurgitation of food or saliva, substernal pain or 
burning, or hematemesis may be the result of dis- 
ease of the esophagus such as esophagitis, hiatus 
hernia, esophageal ulcer, benign stenosis, achalasia, 
web, varices, benign or malignant tumor, or for- 
eign body. In the diagnosis and treatment of these 
conditions, esophagoscopy is frequently indicated. 

Esophagitis is a much more common disease than 
is generally supposed. It may occur as an independ- 
ent entity or may be associated with hiatus hernia, 
esophageal ulcer, duodenal ulcer, or benign sten- 
osis of the esophagus. In fact benign stenosis of the 
esophagus is often the result of severe esophagitis 
with erosions or with actual peptic ulceration. Esoph- 
agoscopy is essential in the diagnosis of esopha- 
gitis. Biopsy is often necessary to differentiate it 
from carcinoma. Bouginage should be carried out 
if stenosis is present. 

Tuberculosis, syphilis, diphtheria, actinomycosis, 
blastomycosis, and other specific infections of the 
esophagus are exceedingly rare. A positive diag- 
nosis can be established only by esophagoscopy. 

Hiatus hernia. Although the diagnosis of hiatus 
hernia can almost always be made by the radiolo- 
gist, esophagoscopy may be indicated in order to 
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demonstrate whether or not the gastric mucosa in 
the hernia is inflamed. Erosions and hemorrhages 
may be seen. Esophagitis is almost always present 
and there may also be benign stenosis of the esoph- 
agus, requiring bouginage. Esophageal obstruc- 
tion due to incarcerated hiatus hernia may occa- 
sionally be relieved by esophagoscopy and bougi- 
nage. 

Esophageal ulcer. The diagnosis of peptic ulcer 
of the esophagus is a difficult one. Mistakes are 
made by the radiologist as well as by the endos- 
copist. Superficial ulcerations are best seen by en- 
doscopy. When stenosis occurs above the level of 
the ulceration, it is not possible to see the ulcer by 
esophagoscopy. Strictures must be treated by bou- 
ginage, and a biopsy should be obtained in order 
to decide whether the stenosis is benign or ma- 
lignant. 

Lye stricture. The diagnosis is usually made by 
history and x-ray examination. Esophagoscopy is 
indicated to examine the stricture, to pass bougies, 
and to rule out the possibility of carcinoma by bi- 
opsy. Carcinoma has been reported in lye stricture 
of the esophagus. In some cases repeated bouginage 
may best be carried out using a previously swal- 
lowed thread as a guide. 

Web. A web is a membranous or partially f- 
brous structure which may sweep across the lumen 
of the esophagus or may consist of a narrow band 
which encircles the esophagus and partially con- 
stricts the lumen. Webs usually occur above the 
suprasternal notch in the postcricoid area. The di- 
agnosis is often made by x-ray examination. Esoph- 
agoscopy demonstrates a gray membranous struc- 
ture which looks like a diaphragm stretched across 
the esophagus and appears to leave practically no 
lumen (Figure 5). Bougies may be passed or the 
esophagoscope may divulse the web. One such 
treatment usually results in complete cure. In rare 
instances carcinoma may develop at the site of the 
web. 

Achalasia (cardiospasm). Ordinarily the diagnosis 
of achalasia is made by x-ray examination which 
demonstrates a failure of the cardiac orifice to relax 
and often shows great dilatation above the cardia, 
sometimes extending the full length of the esoph- 
agus. Esophagoscopy is sometimes indicated to 
differentiate achalasia from benign stenosis and 
carcinoma. In cases of severe cardiospasm, treat- 
ment by passage of special bougies may be neces- 
sary and is usually effective. 

Diverticulum. The diagnosis of diverticulum is 
usually made by x-ray examination, and esopha- 
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goscopy is seldom indicated. In an occasional case, 
however, esophagoscopy may reveal esophagitis 
near the mouth of the diverticulum, or there may 
be stenosis below the diverticulum, which can be 
benefited by bouginage. In rare cases, bleeding may 
come from the diverticulum, and the diagnosis may 
be established by esophagoscopy. 

Esophageal varices. The diagnosis of esophageal 
varices can usually be made by x-ray examination. 
However, when varices are suspected but are not 
demonstrable by x-ray, esophagoscopy should be 
performed. 

Benign tumor. When x-ray examination demon- 
strates a probable esophageal tumor, esophagoscopy 
is indicated in order to study the nature of the 
tumor and to obtain an exact histologic diagnosis 
by biopsy. 

Malignant neoplasms. Every patient who com- 
plains of dysphagia should immediately have an 
x-ray examination of the esophagus with the idea 
of carcinoma in mind. It has been stated that car- 
cinoma of the esophagus ranks fourth in incidence 
of all malignant tumors in men over twenty years 
of age. Esophagoscopy is indicated in order to ob- 
tain a biopsy and to differentiate carcinoma of the 
esophagus from benign stenosis or benign tumor 
(Figures 6 and 7). In a suspicious case, repeated 
biopsies may be necessary in order to rule out car- 
cinoma. 

When carcinoma is demonstrated and if it is 
proved furthermore, to be inoperable, the endos- 
copist can help maintain a patent lumen by bou- 
ginage combined with x-ray treatment. A conven- 
ient method of bouginage is to pass bougies, using 
a previously swallowed thread as a guide. This pro- 
cedure may be done in the office. Gastrostomy can 
usually be avoided and some amazingly good re- 
sults can be obtained. 

Other types of malignant tumors of the esoph- 
agus (sarcoma, lymphoma) are exceedingly rare. 
They can be distinguished from carcinoma only by 
esophagoscopy and biopsy. 

Foreign bodies in the esophagus. A foreign body 
may be present in the esophagus even when there 
is very little history to suggest it. The diagnosis of 
radiopaque foreign bodies is usually easy by x-ray 
examination. Many foreign bodies, however, can- 
not be seen by x-ray, and esophagoscopy must be 
undertaken not only for diagnosis, but for removal 
of the foreign body. Blind attempts to force foreign 
bodies into the stomach are to be condemned, be- 
cause they are exceedingly dangerous. All foreign 


bodies in the esophagus should be promptly re- 


moved by esophagoscopy. Foreign bodies of long 
sojourn in the esophagus set up an irritation with 
infection, esophagitis, periesophagitis, mediastinitis, 
and possible mediastinal abscess. Sharp foreign 
bodies may perforate the esophagus very quickly 
and should be removed immediately. 

Extrinsic pressure on the esophagus. Neoplasm 
and tuberculosis are the commonest causes of ex- 
trinsic pressure on the esophagus. Aneurysm, dilated 
heart, and congenital vascular ring may also cause 
esophageal obstruction. Esophagoscopy may be in- 
dicated to determine whether or not the lesion in- 
volves the esophageal mucosa. 

Trauma. Esophagoscopy and bouginage are 
sometimes necessary in the treatment of post-trau- 
matic stenosis of the esophagus. 

Bronchoesophageal and tracheoesophageal fistula. 
The diagnosis of congenital fistula is made by x-ray 
examination. After surgical repair esophagoscopy 
is sometimes required to dilate a stenosis or to re- 
move a foreign body. In the acquired type of fistula, 
bronchoscopy or esophagoscopy may be indicated 
in order to determine the cause and location of the 
fistulous openings. Neoplasm and tuberculosis are 
probably the commonest causes of acquired fistula. 

Pellagra. When dysphagia is present in pellagra, 
esophagoscopy may disclose a hyperemic, edema- 
tous mucosa with multiple ulcerations. Improve- 
ment follows the administration of nicotinamide, 
thiamine chloride, and riboflavin. 

Scleroderma. Esophagoscopy in scleroderma may 
demonstrate esophagitis with exudation, erosion, 
ulceration, and stricture formation. Dilatation 
should be carried out. 

Myasthenia gravis. Esophagoscopy is indicated in 
myasthenia gravis only when some other disease is 
suspected as the cause of the dysphagia. 

Paralytic dysphagia. In this condition, esopha- 
goscopy is indicated only to exclude mechanical ob- 
struction or to remove a foreign body. 

Emotional disorders of swallowing. Esophagos- 
copy must be performed in many cases in order to 
exclude organic disease and to reassure the patient. 


Gastroscopy 


Gastroscopy is indicated in many cases in which 
gastric symptoms are of doubtful origin and x-ray 
examinations are negative. Gastroscopy in such 
cases may disclose some form of gastritis, gastric 
atrophy, gastric erosions, or ulcerations, as well as 
benign or malignant tumors. When a diagnosis of 
gastritis is suggested by the radiologist, gastroscopy 
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should be performed for confirmation and biopsy. 
Biopsy of the gastric mucosa is now obtainable by 
means of the operating gastroscope which I have 
described. Gastroscopy with biopsy is also indicated 
in the differential diagnosis of gastritis, lymphoma, 
and diffuse carcinoma. It is also of value in differ- 
entiating benign from malignant tumors. A_posi- 
tive biopsy is indisputable. A negative biopsy, how- 
ever, is of less importance. 

Gastritis is undoubtedly the commonest disease 
of the stomach. Gastritis may give rise to pain, 
nausea, vomiting, and hemorrhage. X-ray examina- 
tion may be entirely negative. The only positive 
clinical method of making a diagnosis of gastritis 
is by gastroscopy. A biopsy should always be ob- 
tained to confirm the diagnosis and to determine 
the severity of the disease. Only by gastroscopy 
can one differentiate acute superficial gastritis 
(Figure 8) from chronic hypertrophic gastritis 
(Figure 9) or gastric atrophy (Figure 10). Biopsy 
is also of great importance in differentiating gas- 
tritis from lymphoma and diffuse carcinoma (Fig- 
ure 11). 

Gastric ulcers. Gastroscopy is useful in gastric 
ulcers to confirm or exclude the diagnosis, to dem- 
onstrate one or more gastric ulcers which may 
not have been demonstrated by x-ray examination, 
and to attempt to differentiate benign from malig- 
nant ulcer. In some cases, ulcerations are visible 
by gastroscopy which are not visible by x-ray ex- 
amination. Conversely, some ulcers are visible by 
x-ray which cannot be seen by gastroscopy. There- 
fore, both methods of study must be used. 

Benign tumor. Gastroscopy is an important ad- 
junct to careful x-ray study. Smooth, nonulcerat- 
ing, or pedunculated tumors are likely to be be- 
nign, but it is difficult to exclude malignancy by 
any diagnostic method. An occasional patient may 
refuse surgery for carcinoma but consent to gastric 
resection for benign tumor; hence, the importance 
of making preoperative diagnosis as accurate as pos- 
sible. 

Carcinoma. Gastroscopy should be performed in 
all cases where doubt exists as to the presence or 
absence of carcinoma of the stomach. Gastroscopy 
with biopsy is of very great importance in the dif- 
ferential diagnosis of infiltrating carcinoma, severe 
hyperrrophic gastritis, and lymphoma. It is also of 
value in differentiating benign from malignant gas- 
tric ulcer, and benign tumor from carcinoma. 

Sarcoma of the stomach is rare. The only posi- 
tive method of differentiating sarcoma from carci- 
noma is by gastroscopy with biopsy. 
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Lymphoma. Malignant lymphoma involves the 
stomach often enough so that its diagnosis should 
be given very careful consideration. The only posi- 
tive method of differentiating lymphoma from se- 
vere gastritis or diffuse carcinoma is by gastro- 
scopic examination and biopsy (Figure 11). 

Tuberculosis very rarely involves the stomach. A 
positive diagnosis can be established only by gas 
troscopy with biopsy. 

Syphilis of the stomach is now exceedingly rare. 
Gastroscopic biopsy is the only positive means of 
making a diagnosis. 

Actinomycosis. This disease very seldom involves 
the stomach. Gastroscopic biopsy should give a 
positive diagnosis in suspected cases. 

Moniliasis. Mycotic ulcers are occasionally seen 
in the stomach. Gastroscopic biopsy may establish 
a positive diagnosis. 

Diverticulum. The diagnosis of gastric diverticu- 
lum is usually made by x-ray examination. Gas- 
troscopy may be useful in deciding whether or not 
a diverticulum is the cause of symptoms. For ex- 
ample, the gastroscopist may determine whether 
or not there is gastritis in the diverticulum, whether 
blood is coming from the diverticulum, and 
whether ulcer or tumor is present in it. 

Foreign body. Although most foreign bodies 
which reach the stomach pass safely through the 
pylorus and are eventually evacuated in the stool, 
open-tube gastroscopy is sometimes useful for re- 
moval of a foreign body in the stomach. Flexible- 
tube gastroscopy is also occasionally useful in es- 
tablishing a diagnosis of bezoar. 

Gastric allergy. Specific allergens may produce 
definite changes in the gastric mucosa such as hy- 
peremia, nodular appearance, edema, and _ thick- 
ening of the rugal folds. Submucosal hemorrhages 
may occur. These are best studied by gastroscopy. 

Extrinsic tumor. Gastroscopy is occasionally in- 
dicated to differentiate between intrinsic tumor 
and extrinsic pressure on the stomach. 

Functional dyspepsia. Many patients with gastric 
complaints apparently have no organic disease of 
the stomach. If x-ray examination is negative, gas- 
troscopy may sometimes be necessary in such cases 
in order to rule out some type of gastritis, gastric 
atrophy, erosions, ulcerations, and tumors. 


Peritoneoscopy 


Peritoneoscopy is the direct inspection of the ab- 
dominal and pelvic cavities by an endoscopic in- 
strument. This procedure may be indicated in any 
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abdominal or pelvic condition where the diagnosis 
is obscure or where additional evidence is needed 
to confirm a diagnosis or to plan treatment. Infor- 
mation frequently is obtained that will decide for 
or against laparotomy. In about 37 per cent of 
cases, laparotomy may be avoided by the use of the 
peritoneoscope. This is due to the fact that in 
properly selected cases peritoneoscopy may demon- 
strate metastatic carcinoma in the liver or on the 
peritoneal surfaces, making laparotomy an unnec- 
essary procedure, since the disease is already in- 
operable. Peritoneoscopy is particularly useful in 
hepatomegaly, malignant disease, cirrhosis of the 
liver, tuberculous peritonitis, unexplained ascites, 
and pelvic tumors. A biopsy is readily obtainable 
to provide a pathologic report. 

Carcinoma. About half the peritoneoscopies per- 
formed are for question of carcinoma, and in about 
85 per cent of those examined for this purpose the 
diagnosis will be established by peritoneoscopy. In 
many of these, metastatic disease in the liver or on 
the peritoneal surface is demonstrated (Figure 12). 
These cases include carcinoma of the stomach, 
ovary, pancreas, colon, rectum, esophagus, bron- 
chus, breast, gallbladder, kidney, and adrenal. 

Hepatomegaly. In many cases of hepatomegaly, 
the clinician is unable to decide whether the en- 
largement of the liver is due to carcinoma, cirrho- 


sis, or primary hepatoma. Peritoneoscopy with bi- 
opsy provides a positive pathologic diagnosis. 

Right upper quadrant mass. Some patients pre- 
sent the problem of a right upper quadrant mass 
which might be an enlarged liver, an enlarged gall- 
bladder, or a retroperitoneal tumor. In such cases, 
peritoneoscopy is a valuable method of determining 
which organ is involved and avoiding a laparotomy 
if metastatic carcinoma is demonstrated. 

Ascites. On numerous occasions, the clinician is 
unable to decide whether abdominal fluid is due to 
carcinomatosis, cirrhosis of the liver, or tubercu- 
lous peritonitis. Peritoneoscopy with biopsy estab- 
lishes a positive diagnosis. 

Ovarian carcinomatosis. A common cause of un- 
explained ascites is ovarian carcinomatosis. In this 
disease, the endoscopist cannot only establish a 
positive pathologic diagnosis, but can also deter- 
mine a great deal about the extent of the disease 
and the operability of the primary mass, if the 
disease does not seem to be very extensive. 

Sarcoma. In about fifteen cases, a positive di- 
agnosis of sarcoma has been established by peri- 
toneoscopy with biopsy. 

Lymphoma. Liver biopsy has established a posi- 
tive diagnosis of lymphoma in a number of cases. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


THE PIONEER BRONCHOSCOPIST 


No REvIEWER could summarize any period of time with regard to the subject of foreign bodies 
in the respiratory tract without repeated realization of the great debt owed by all workers in 
this field to the pioneer bronchoscopist Chevalier Jackson, through whose clinic have passed over 
4,000 patients with foreign bodies of every description. Podolsky has brought together a fas- 
cinating group of events in the early life of this master endoscopist. Jackson, in his student 
days, wished to visit England to work with MacKenzie. Lacking the necessary funds, he was 
given $50 by a patient, in return for which Jackson was to treat the patient (perhaps for some 
chronic laryngeal complaint) “for the rest of his life’—surely a long-term contract. 

Jackson’s first tracheotomy was performed on the young daughter of a drunken father, to 
whom she had refused to give a dime for liquor. She had the coin in her mouth for safekeep- 
ing and had aspirated it when her father tried to choke her. 

Questioned by a student, Jackson once said that in all his experience he had never removed 
a fishhook from a lung. Asked if he believed it possible, he replied that since he had spent 
two hundred and eighty-three hours of practice on this problem, he did not consider it beyond 
solution. 

Such are the painstaking labors and study that have laid the foundation of this specialized 
procedure, in which brilliant and spectacularly dramatic results are so often seen. (From “Foreign 
Bodies in the Respiratory Tract” by L. G. Richards, New England J. Med., 245:141, 1951.) 
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BY SIDNEY CARTER, 


New York, New York 


Drug therapy is the most important single step in the treatment of epilepsy. There are a number of drugs 


available to the physician; the choice of drugs depends upon the type or types of seizures present in 


each patient. Gratifying results may be obtained in a majority of cases by the proper use of 


anticonvulsant drugs. 


APPROXIMATELY 65 to 75 per cent of patients with 
convulsive seizures can have their attacks controlled 
or reduced in frequency by the use of anticonvul- 
sant drugs. Although these drugs are not a cure 
for epilepsy, their use is the most important step 
in the treatment of patients with convulsive dis- 
orders. Like liver or vitamin B,, for pernicious 
anemia and insulin for diabetes, they must be given 
for an indefinite period of time. They have very 
little, if any, permanent effect on the underlying 
physicochemical disturbance which is responsible 
for seizures, since cessation of a treatment, which 
has been effective in prevention of seizures, almost 
regularly results in the prompt recurrence of at- 
tacks. Correctly used, however, the drugs can pro- 
duce very gratifying results in the majority of cases. 

Although since ancient times, efforts had been 
made to prevent the occurrence of seizures by the 
use of drugs, the first rational pharmacologic ap- 
proach to the treatment of epilepsy began with the 
use of the bromides in the middle of the nine- 
teenth century. The introduction of phenobarbital 
was the next important pharmacotherapeutic ad- 
vance, and for a long time, these two compounds 
were the only adequate anticonvulsant medications. 


The modern era in the medical therapy of epi- 
lepsy began less than 15 years ago with the develop- 
ment of a new method of testing the anticonvulsant 
activity of drugs in animals. Sodium 5,5-diphenyl- 
hydantoinate (Dilantin sodium, phenytoin so- 
dium), one of the most effective compounds in the 
treatment of certain types of convulsive seizures, 
was the direct result of this method. The thera- 
peutic effectiveness of Dilantin led to the clinical 
trial of other compounds and in a relatively short 
period of time, some five additional drugs were 
made available for the treatment of epilepsy. In 
addition, the search for a more effective anticon- 
vulsant is constantly going on, and new compounds 
are being given therapeutic trials. 


Types of Seizures 


No one drug is effective for all types of seizures, 
and the intelligent choice of treatment depends 
upon a knowledge of the type or types of seizures 
which are present in each patient. Epileptic attacks 
may be divided into three main groups: grand mal, 
petit mal, and psychomotor attacks. 

Grand mal attacks, which are preceded by an 
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aura in about 50 per cent of the cases, are char- 
acterized by a sudden loss of consciousness, followed 
by tonic and clonic spasms of the musculature with 
or without tongue biting, urinary and fecal incon- 
tinence, and excessive salivation. On regaining con- 
sciousness, the patient is frequently dazed, drowsy, 
and confused. 

Petit mal attacks are more commonly seen in 
children and are manifested by a transient cloud- 
ing of consciousness lasting about 5 to 30 seconds 
with or without minor movements of the head, 
eyes, and extremities and loss of muscular tone. 
Such attacks tend to recur several to many times 
a day, every day. Variants of the typical petit mal 
attack may occur along with these seizures or in 
place of them in some patients. In another type, 
the patient may suddenly become limp and fall to 
the ground only to get up immediately and con- 
tinue with his activities. Myoclonic jerks which 
are considered to be another variant of petit mal 
epilepsy are characterized by sudden, single move- 
ments of arm or trunk muscles without apparent 
loss of consciousness. These myoclonic jerks may 
occur at any time but tend to be more frequent in 
the early hours of the day. 

Psychomotor attacks or psychic equivalents are 
characterized by a period of amnesia, usually last- 
ing for a period of one to two minutes, during 
which the patient’s actions may vary from stereo- 
typed repetition of certain movements to a quite 
violent behavior. In such episodes, the patient may 
mutter unintelligibly and behave in a confused, un- 
predictable manner. Because the manifestations of 
such attacks may be bizarre and variable, they are 
often incorrectly attributed to hysteria. 

In addition to the above, there are other types of 
seizures which are somewhat less common than 
those already described. Minor seizures are attacks 
in which there is only a transient impairment of 
consciousness and during which the patient does 
not usually fall to the ground or manifest convul- 
sive movements. They are more likely to occur in 
patients whose grand mal attacks have been par- 
tially controlled by drug therapy. In all probability 
minor seizures are fragments or abortive forms of 
the grand mal attack. It is important to distinguish 
such seizures from petit mal attacks which they 
may superficially resemble. They occur less fre- 
quently than do petit mal attacks and they may be 
followed by a postictal period of confusion, drowsi- 
ness, and headache. 

Focal seizures are characterized by the occurrence 
of clonic movements or paresthesias limited to one 


part of the body. When they remain limited to one 
portion of the body, there is usually no impairment 
of consciousness. Focal clonic movements or par- 
esthesias may also be the initial manifestation of a 
generalized seizure. The progression of clonic move- 
ments from one part of the body to another in an 
orderly fashion is known as a Jacksonian seizure. 

While electroencephalography may frequently 
be helpful in establishing the diagnosis of a con- 
vulsive disorder and in distinguishing the type of 
seizure, a careful, detailed description of the attack 
by a good observer is even more useful. 


Drug Therapy 


There are many causes of convulsive seizures, 
and whenever possible the causative factor should 
be removed. However, it is not always possible with 
our present diagnostic methods to demonstrate evi- 
dence of a lesion in the great majority of patients. 
Such patients have what has been termed essential 
or idiopathic epilepsy, and in this group the use of 
anticonvulsant drugs is the most important step in 
treatment. Medical therapy must be instituted and 
maintained in the group of patients with acquired 
or symptomatic epilepsy even though their brain 
tumor, abscess, or scar has been removed. 

Available Drugs. The drugs which are commonly 
used at the present time in the treatment of pa- 
tients with convulsive seizures are the barbiturates, 
hydantoins, oxazolidinediones and, to a lesser ex- 
tent, the bromides. The following is a list of the 
compounds that are commercially available. 


Barbiturates 
Phenobarbital (phenylethylbarbituric acid) 
Mebaral (methylphenylethyl barbituric acid) 
Hydantoin Derivatives 
Diphenylhydantoin sodium (phenytoin sodium, Dilantin) 
Mesantoin (methylphenylethyl hydantoin) 
Thiantoin sodium (phethenylate sodium) 
Oxazolidine Derivatives 
Tridione (trimethadiore) 
Paradione (paramethadione) 
Bromides 
Potassium bromide 
Sodium bromide 


General principles of drug therapy. Certain 
drugs are more effective in one type of seizure than 
they are in another, and it is necessary to use the 
proper drugs in the optimum dosages for the dif- 
ferent types of seizures. If sat’sfactory results are 
not obtained with one of the drugs, the others 
should be tried, but frequent shifting of drugs is 
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not advisable, and each should be given an ade- 
quate trial before another is substituted. In some 
patients, a combination of two or more drugs will 
produce much better results than the use of one 
alone. 

When changing medication, the dosage of the 
new drug should be gradually increased to an opti- 
mum level, and then the dosage of the old drug 
should be decreased gradually. The sudden with- 
drawal of a drug may lead to status epilepticus, 
even though a new drug is substituted. Once an 
anticonvulsant or a combination of anticonvulsants 
is found to be effective, it should be maintained for 
a period of years. 

The therapeutic dose for any patient must be 
determined by trial and error. Not uncommonly, a 
drug is discarded as being ineffective, whereas in 
reality a slightly increased dosage would have led 
to a complete disappearance of all the attacks. It 
is, however, inadvisable to administer a drug to the 
point where the patient is so dull and stupid that 
he is more incapacitated by the toxic effects of the 
drug than by the seizures. It is highly doubtful 
whether the prolonged administration of anticon- 
vulsant medication is a factor in the development 
of the mental deterioration that occurs in a small 
percentage of the patients with convulsive seizures. 
The evidence at present indicates that, with rare 
exceptions, the mentality of the patient is un- 


changed by medical treatment, unless the drugs are 
given to the point of intoxication. It is not uncom- 
mon to note an improvement in the mental facul- 
ties of some patients following control of the sei- 
zures by the use of anticonvulsant drugs. 


Indications for Use of Specific Drugs 


Grand mal seizures. For those patients with in- 
frequent grand mal seizures (from one to four per 
year), phenobarbital can be tried first because of 
its high therapeutic index and its relatively low 
toxicity. When the seizures are more frequent, 
diphenylhydantoin sodium (Dilantin) is the drug 
of choice. A combination of diphenylhydantoin 
sodium and phenobarbital is often more effective 
than either of the drugs used alone. When these 
drugs are used in combination, a full therapeutic 
dose of each drug must be given. Occasionally, 
methylphenylethyl hydantoin (mesantoin) or a 
combination of this drug with the diphenylhy- 
dantoin sodium will give the best results. If the 
therapeutic response has been poor after an ade- 
quate trial of one or both of these drugs, phethen- 
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ylate sodium (Thiantoin sodium) may be added. 
Rarely the bromides or a combination of bromides 
and phenobarbital or diphenylhydantoin sodium 
will be most effective. 

Psychomotor attacks. The drugs which are ef- 
fective in the treatment of grand mal seizures are 
effective in the treatment of patients with psycho- 
motor attacks. Larger doses aré required and the 
results on the whole are not as good as they are in 
patients with grand mal seizures. 

Petit mal attacks. As a rule those drugs which 
are effective in the treatment of grand mal and 
psychomotor seizures are not effective in the treat- 
ment of patients with petit mal attacks. Trimetha- 
dione (Tridione) or Paradione are the drugs of 
choice in patients with frequent petit mal attacks. 

Minor seizures and focal attacks. The same drugs 
that are effective in the treatment of grand mal 
and psychomotor seizures are effective against minor 
seizures and focal attacks. Minor seizures, which 
appear in patients whose grand mal attacks have 
been controlled, can occasionally be checked by 
simply increasing the dose of the drug or drugs 
that the patient is already taking. If the minor at- 
tacks are very infrequent and nonincapacitating, 
no great effort need be made to treat them. 

Petit mal plus other types. When patients are 
subject to petit mal seizures as well as grand mal 
or psychomotor seizures, they should receive 
Tridione or Paradione plus diphenylhydantoin 
sodium, phenobarbital or mesantoin 


Individual Drugs 
Phenobarbital. This drug is distributed both in 


tablet and elixir form. The tablets are of five sizes: 
8 mg. (% gr.), 15 mg. (% gr.), 30 mg. (% gr.), 
65 mg. (1 gr.), and 100 mg. (1% gr.). In the 
elixir there are 15 mg. to 4 cc. (% gr. to 1 dram). 
For the average adult, the initial dose of pheno- 
barbital is 0.1 Gm. (1% gr.) daily, given usually 
at bedtime. If necessary, this dose is gradually in- 
creased at suitable intervals until the patient is tak- 
ing as much as 0.3 to 0.4 Gm. (4% to 6 gr.) a 
day. If this amount of drug is ineffective in con- 
trolling seizures, it is doubtful whether further in- 
crease will be of value. The dose of phenobarbital 
in children should be in proportion to their weight. 
It has been found, however, that children are able 
to tolerate and require almost as large a dose as 
adults. It is therefore advisable to give children 
over 6 or 7 years of age the minimum dose of 
0.1 Gm. (1% gr.) a day. 
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of phenobarbital and can be used as a substitute 
for the latter because it has slightly less sedative 
effect. It is marketed in tablets of three sizes: 
30 mg. (% gr.), 100 mg. (1% gr.) and 200 mg. 
(3 gr.). The dosage of Mebaral is approximately 
twice that of phenobarbital, and at this dosage the 
sedative effect is similar to that of phenobarbital. 
The other side effects of Mebaral are similar to 
those of phenobarbital. 

Diphenylhydantoin sodium (Dilantin sodium, 
sodium 5, 5-diphenylhydantoinate). This drug, 
which is distributed in capsules of two sizes, 30 
mg. (4% gr. pink-banded) and 100 mg. (1% gr. 
red-banded), is particularly valuable in the treat- 
ment of grand mal and psychomotor attacks. In 
addition to being a highly effective anticonvulsant, 
diphenylhydantoin sodium has the advantage of 
having little or no hypnotic effect. The principle 
of administration of diphenylhydantoin sodium is 
similar to that of phenobarbital; namely, to estab- 
lish and maintain a reservoir of the drug sufficient 
to control the seizures. For the average adult, the 
minimum daily dosage is 0.3 Gm. (4% gr.). This 
can be given as a single dose at bedtime or in 
divided doses during the day. If seizures occur after 
a two-week trial of this dosage, it should be in- 
creased to 0.4 Gm. (6 gr.) daily. Further increases 
in the dosage should be by increments of 0.1 Gm. 
(1% gr.) until a maximum dose of 0.6 Gm. (9 gr.) 
is reached. Few patients can tolerate such a dosage, 
and in the majority of cases 0.4 Gm. (6 gr.) is the 
optimum dose. In children over 12 or 14 years old, 
the average dose is 0.3 to 0.4 Gm. (4% to 6 gr.), 
and in younger children, 0.2 to 0.3 Gm. (3 to 
4% gr.). 

Diphenylhydantoin sodium can produce nerv- 
ousness and sleeplessness, gastric distress, nausea 
and vomiting, unsteadiness of gait, hypertrophy of 
the gums, dermatitis, and psychotic symptoms. The 
minor toxic manifestations of nervousness and a 
slightly unsteady gait are frequently transient; they 
appear during the first few days of therapy and 
disappear with its continuation or when the dos- 
age is temporarily reduced. Nystagmus and ataxia 
will develop in the majority of the patients when 
the dose is increased beyond 0.5 Gm. (7% gr.). 
The appearance of these symptoms calls for a tem- 
porary or permanent reduction of dosage. The re- 
duced dose may not be effective in controlling the 
seizures, and in such cases a combination of di- 
phenylhydantoin sodium with mesantoin or pheno- 


barbital should be tried. 


Mebaral. This drug is the 3-methyl derivative | 


Giving the drug at mealtime or with a little bi- 
carbonate of soda may control the gastrointestinal 
disturbances. The dermatitis, which occurs in 
about 5 to 10 per cent of the patients, is of a scar- 
latiniform or morbilliform nature and usually oc- 
curs within two weeks of instituting therapy. The 
rash may be accompanied by fever. The appearance 
of a rash is an indication for discontinuing the 
drug, and further use of the drug is precluded if 
the rash recurs when treatment is reinstituted. 

One of the most troublesome and annoying toxic 
effects of the drug is hypertrophy of the gums. 
This is most common in children and varies from 
a slight swelling of the gums to a marked hyper- 
plasia with an almost total covering of the teeth. 
The swelling can be retarded by massaging the 
gums daily. Some patients report a reduction in 
the gum hypertrophy by the use of calcium in the 
form of the lactate or gluconate, 3 Gm. daily. Any 
excessive growth of gum tissue can be excised by 
the dentist. 

Mesantoin (Methylphenylethyl hydantoin). This 
drug is dispensed in the form of tablets in 100 mg. 
(1% gr.) size. Like diphenylhydantoin sodium, 
mesantoin is used in the treatment of grand mal 
and psychomotor seizures, and occasionally it is 
more effective than other drugs in controlling these 
seizures. Relatively large doses are required (0.4 
to 1.0 Gm. daily). This drug can be administered 
in combination with diphenylhydantoin sodium 
and/or phenobarbital. 

The toxic side effects of mesantoin are similar 
to those of diphenylhydantoin sodium with the 
exception of the fact that it does not produce gum 
hypertrophy. It has more sedative effects than 
diphenylhydantoin sodium and a number of cases 
of fatal blood dyscrasia have occurred. For the latter 
reason, this drug should not be used unless pheno- 
barbital and Dilantin sodium have been proved to 
be ineffective. In addition, complete blood counts 
should be made every 30 days. The combination 
of mesantoin and trimethadione should be avoided, 
if possible, because of the tendency of both these 
drugs to affect the blood elements. 

Thiantoin sodium (phethenylate sodium). This 
drug is marketed in capsules of two sizes: 130 mg. 
(2 gr. white capsule), and 260 mg. (@ gr. pink 
capsule). Like the other hydantoins, Thiantoin is 
used in the treatment of grand mal and phycho- 
motor seizures. It is occasionally effective when di- 
phenylhydantoin sodium and/or mesantoin have 
failed. Fairly large doses are necessary (0.52 to 1.4 
Gm. daily), particularly when the drug is used 
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alone. It can be given in combination with diphen- 

ylhydantoin sodium, mesantoin, and/or phenobar- 
bital. When given with diphenylhydantoin sodium, 
the side effects of the latter compound may appear 
or be accentuated. If it is desired to give Thiantoin 
sodium an adequate therapeutic trial in such pa- 
tients, it is necessary to slowly decrease the dose of 
the diphenylhydantoin sodium. 

The side effects of Thiantoin are similar to those 
of diphenylhydantoin sodium and consist of itching 
sensations, ataxia, nystagmus, dizziness, diplopia, 
and nausea and vomiting. There have been oc- 
casional cases with gum hypertrophy and morbilli- 
form rashes. 

Trimethadione (Tridione). This drug is distrib- 
uted in the form of capsules (0.3 Gm.) tablets 
(0.15 Gm.), and in solution (0.15 Gm. to 4 cc.). 
It is effective only in the treatment of patients with 
petit mal seizures. It has no value in the control 
of grand mal or psychomotor seizures, and when 
patients have one of the latter types of seizures as 
well as petit mal, diphenylhydantoin sodium or 
phenobarbital should be combined with the tri- 
methadione. 

The dosage of trimethadione for the treatment 
of petit mal varies from 0.3 to 2.0 Gm. daily, start- 
ing with 0.3 Gm., and gradually increasing the 
dose until the seizures are controlled or evidence 
of toxicity appears. 

The toxic side effects of trimethadione include 
an unusual sensitivity to light, skin rashes, ne- 
phrosis, and pancytopenia. The photophobia, which 
is more apt to develop in adolescent and adult pa- 
tients than in young children, is not accompanied 
by any change in the visual acuity and is not an 
indication for discontinuing the medication. As a 
rule, it disappears from two to three weeks after 
the drug has been started and while it is present, 
dark glasses should be worn. The appearance of 
dermatitis is usually an indication to discontinue 
the drug. Evidence of nephrosis calls for an im- 
mediate cessation of medication. A number of cases 
of fatal blood dyscrasia have resulted from tri- 
methadione therapy and in order to prevent, if pos- 
sible, this complication, complete blood counts 
should be made every month. The drug should be 
discontinued if there is any significant anemia, or 
if the granulocytes: are reduced below 3,000 per 
cubic millimeter. 

The use of this compound in combination with 
mesantoin should be avoided, if possible, because 
of the tendency of both these drugs to affect the 
blood elements. 
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Paradione. This compound is very similar to 
trimethadione both in chemical structure and in 
anticonvulsant action. It is dispensed in two forms: 
capsules (0.3 Gm.) and solution (0.3 Gm. to 1 
cc.). Like trimethadione, it is most effective when 
used in the treatment of petit mal. Since this com- 
pound has only been available for about a year. 
it is still not possible to compare its therapeutic 
effectiveness with that of trimethadione or to de- 
termine all of its toxic side effects. It is said to be 
less effective than trimethadione in the control of 
petit mal seizures, but it is thought to have less 
undesirable side reactions. However, since it is so 
closely related to trimethadione, monthly blood 
counts should be done on all patients taking the 
drug. 

Bromides. The bromides are produced as tablets 
in the form of potassium or sodium bromide, 0.3 
Gm. (5 gr.) and 1.0 Gm. (15 gr.) sizes, or as a 
solution, 1.0 Gm. to 4 cc. (15 gr. to 1 dram). 
They were formerly the main therapeutic agents in 
epilepsy, but they have now been replaced almost 
entirely by diphenylhydantoin sodium and pheno- 
barbital. The bromides are still, however, occasion- 
ally effective when other forms of therapy fail. 

The average dose for an adult is 1.0 Gm. (15 
gr.) three times daily, with proportionate doses for 
children according to size. The dose can be in- 
creased to a maximum of 2.0 Gm. (30 gr.) three 
times daily in the absence of signs of toxicity. The 
chloride intake must be kept at an adequate level 
to prevent undue replacement of chloride ion in 
the body fluid by the bromide. Periodic determina- 
tions of bromide content of the serum should be 
made. The effective level varies from patient to 
patient and may be as low as 0.1 Gm. per 100 cc. 
in some, whereas 0.3 Gm. may not be effective in 
others. Toxic symptoms usually develop with a 
concentration of 0.15 Gm. or more. 

These toxic side effects of the bromides include 
skin rashes, mental dullness, and toxic psychoses. 
The availability of other less toxic anticonvulsant 
medications makes the need of tolerating the un- 
pleasant side effects of the bromides unnecessary. 


Use of the Drugs in Combination 


Since diphenylhydantoin sodium has very little 
sedative effect, it is particularly adapted for use in 
combination with phenobarbital, mesantoin, or bro- 
mides. These combinations can be used when one 
of the drugs is not effective in controlling the sei- 
zures, or when the effective dose of diphenylhy- 
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dantoin sodium alone produces toxic symptoms. 
The dosage of the combination must be worked 
out according to the tolerance of each patient. 
When patients are subject to petit mal seizures 
as well as grand mal or psychomotor seizures, they 
should receive trimethadione plus diphenylhydan- 
tion sodium, phenobarbital, or mesantoin. 


Medical Treatment of Status Epilepticus 


A patient is said to be a status epilepticus when 
the attacks occur with such a frequency that re- 
covery from the coma produced by one attack does 
not occur before the next attack supervenes. The 
patient may remain in coma for twelve to twenty- 
four hours, during which time there may be many 
convulsive seizures. There may be a spontaneous 
cessation of the seizures, and consciousness may 
be regained after a period of twenty-four to forty- 
eight hours, or death may occur as the result of 
the repeated attacks. Since there is the possibility 
of a fatal termination, vigorous therapeutic meas- 
ures are indicated to terminate the seizures. 

The two most effective drugs in the treatment 
of status epilepticus are sodium phenobarbital and 
paraldehyde. These drugs should be given intra- 
venously. The full dose should be given at the 
first injection because best results are obtained 
when the therapeutic amount is given in one, 
rather than in divided doses. For status epilepticus 
in adults, from 0.4 to 0.8 Gm. (6 to 12 gr.) of 
sodium phenobarbital dissolved in distilled water 
should be injected intravenously, or from 3 to 6 
ce. of paraldehyde injected intravenously. The 
dosage for children should be from 0.2 to 0.4 Gm. 
(3 to 6 gr.) of sodium phenobarbital, or from 2 to 
4 cc. of paraldehyde, according to the child’s size. 


New Drugs 


All the anticonvulsant drugs in use at the pres- 
ent time have some drawback, and there is a con- 
stant search for a new compound that will be 
effective against all types of convulsive seizures and 
that will not have undesirable side effects. Two 
such drugs, in particular, have been given fairly 
extensive clinical trials. One of these compounds, 
5-methyl, 5-phenylhydantoin, proved to be more 
effective than the usual anticonvulsant drugs in 
that it controlled or reduced the frequency of sei- 
zures in 73 per cent of the patients in whom it 
was tried. However, the high incidence of aller- 
genic skin reactions accompanying the use of 


5-methyl, 5-phenylhydantoin make it impractical 
to use the drug in its present form. 

The other compound, phenylacetylurea (Phen- 
urone) has been given a fairly extensive clinical 
trial, but there is still no general agreement in re- 
gard to its therapeutic value. Some investigators 
have found it to be effective in controlling or in 
reducing the frequency of seizures, particularly psy- 
chomotor attacks, in 50 per cent of the patients in 
whom it was tried. Others, however, have not been 
able to obtain such good results. In addition, this 
drug has at least two limiting side effects: a ten- 
dency to aggravate personality disturbances with 
the development of psychoses in some cases, and a 
tendency to affect the liver. Jaundice, impaired 
liver function, as shown by the commonly used 
tests, and fatalities have been reported following 
the use of Phenurone. This compound has not 
been marketed as yet, and should it become com- 
mercially available, it should be used cautiously, 
particularly in those cases in which the person 
gives a history of previous liver dysfunction. Liver 
function tests should be done frequently on all 
patients who are given Phenurone. 

The announcement of a new anticonvulsant is 
always welcome news to the physician in that it 
gives him another compound to use alone or to 
combine with other drugs in the treatment of re- 
fractory cases. Not infrequently, however, patients 
are persuaded, on the basis of inadequately con- 
trolled reports, to try a new drug. There is no in- 
dication for the use of a new drug in patients who 
are doing well on the standard anticonvulsants. 
When a new drug is administered, it should be 
done so cautiously and the patient watched care- 
fully for the development of toxic side effects. It 
may be months before these appear. The blood 
dyscrasias following the use of mesantoin and 
trimethadione did not appear in some cases until 
eight to twenty months after therapy was started. 


Discontinuing Medication 


If a patient has been seizure-free for two or 
more years on certain doses of medication, an 
attempt may be made to gradually and slowly de- 
crease the dosage of the drugs, eliminating one- 
third to one-fourth of the total dose every few 
months, until the drug or drugs have been entirely 
withdrawn. Usually, however, it will be found 
that the patient cannot get along without medica- 
tion, and that it is necessary to maintain him on a 
full or reduced dosage of the anticonvulsant drugs. 
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BY CLAIRE L. STRAITH, M.D., AND D. RALPH MILLARD, JR., M.D. 
Detroit, Mickigan, and Houston, Texas 


With modern plastic surgery available, there is no necessity for victims of deformities 

to be “fugitives from plastic surgery.” Disfigurement usually causes serious psychic trauma. 

Congenital anomalies should be corrected before schocl-ag2; otherwise the disfigured child becomes 

an object for ridicule and derision. Acquired deformities often cause stronger emotional reactions than 
congenital ones; some acquired disfigurements can be prevented, most of them helped by plastic surgery. 


“WueEn I was a kid, it was tough, really tough. "aes 


Look at my nose,” said Jimmy Durante, throwing 
his head back and pointing to his deviated septum. 
“It’s broke from fights, I was always fightin’. When 
I was seventeen it was the worst. I was constantly 
mortified. What's that you're eatin’, A BANANA? they 
used to say and that’s humiliatin’! Then I started 
playin’ the piano and singin’ and people began 
laughin’ and callin’ ‘Schnozzola.’” Eddie Jackson 
came back to tell Jimmy that they were ready for 
him on stage. Already the audience was showing 
its impatience for him by loud applause. He started 
for the side entrance, then stopped and turned 
back. The applause was increasing. 

“I'm a fugitive from plastic surgery,” his little 
eyes were serious, then with a chuckle, “but you'll 
never catch me now” (Figure 1). 

There has always been an inherent desire in 
man to look like his fellowmen and not to appear 
horrible, peculiar, or even different. Centuries be- 
fore Christ, a Hindu by the name of Susruta 
called attention to this when he said, “The love 
of life is next to the love of our own faces and 


thus the mutilated cry for help.” Since many de- Figure 1. Jimmy Durante . . . “I'm a fugitive from 
plastic surgery, but you'll never catch me now.” 
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Figure 2. Acne scarring can make the lives of victims 
miserable, and anything that can be done for them is a 
great boon for their morale. After the arrest of the active 
process, the resultant scars can be markedly improved by 
one or more abrasion treatments with sandpaper or by 
the use of the electric dermatome, as used in this case. 


Figure 3. Rhinophyma often makes recluses of the vic- 
tims. This man refused to go on the street in daylight 
because of the attention he attracted from children. Sculp- 
turing the nose with a scalpel and treating the area like 
a donor site produces this result. 


formities have no effect on function, tragedy need 
not lie in the character or even the extent of the 
deformity. It is rather the inability to adapt psy- 
chologically to deformity that is pathetic. Indi- 
viduals differ both in sense and sensibility. Some 
seem able to ignore at will or utilize to advantage 
deformities which might constitute an insufferable 
calamity to others. 

It is strange how similar deformities can make 
such varied reaction patterns. Beethoven’s pock- 
marked countenance probably was greatly respon- 
sible for his seeking refuge in solitude to compose 
a minuet rather than spending his energy at a 
social, dancing someone else’s minuet. In contrast, 
George Bernard Shaw, who also allegedly had 
facial scars of smallpox, merely produced a huge 
growth of beard and covered them (Figure 2). 

Whereas Louis the Fourteenth decreed a new 
fashion in footwear to make less obvious his un- 
gainly feet, Charlie Chaplin slipped his normal feet 
into ungainly shoes and, with toes turned out, 
hobbled awkwardly into the hearts of his audience. 
Jimmy Durante, with the front brim of his hat 
turned up, seated at the piano banging out “My 
Nose’s Birthday,” turns his head from side to side 
so that everyone in the audience can enjoy his nose 
in profile. On the other hand, Cyrano de Bergerac 
points unhappily to his nose, “Tell me what hope 
of glory, what hope of any kind, this protuberance 
of mine could ever leave me. Yet I can dream how 
it would be to walk slowly in the moonlight with 
someone on my arm. Elated, I forget myself. But 
suddenly, why there’s the shadow of my profile on 
the wall” (Figure 3). 

The pattern of adaptation to deformity begins 
to take form very early in life. Let us compare two 
children born in different families but both with 
harelip and cleft palate and both approximately 
18 months of age. The mother of one brought 
her tiny daughter in for surgical treatment at the 
age of 2 years. She reported that several times she 
had found the little girl in front of the mirror with 
her fingers pushing the edges of her ununited lip 
together in an attempt to make them stick. This 


Figure 4. Harelips can be repaired under local an- 
esthesia in the first two weeks of life; it therefore 
seems heartless to advise parents to submit to heart- 
ache and embarrassment for months awaiting oper- 
ation. When clefts of the alveolar ridge are present, 
simple lip pressure will reshape the alveolus if the 
operation is done early as suggested, before calci- 
fication of bone. 
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child was not only aware of her deformity but she 
was trying to do something constructive about it. 
It could be predicted that as soon as adequate sur- 
gery had been completed, this child would con- 
tinue to make her adjustments quite normally. 

The other child was a little boy who was kept 
hidden in the back of the house. Upon the ap- 
proach of a stranger, he would grab the bedclothes 
and hold them up over the cleft in his face. One 
glance into the frightened, pathetic eyes peeking 
over the bedclothes revealed that this neglected little 
fellow was failing in his adaptation, and mere sur- 
gical closure might not completely heal the psychic 
trauma already inflicted. Thus, the best chance to figure 5. “Lop ears,” elephant ears, mule ears, aeroplane 
avoid undesirable personality changes would seem _ ears, etc., are epithets hurled at such children by thought- 
to be complete surgical correction of deformity at —_/ess playmates. A bitter disposition may result, even lead- 
the earliest date feasible. ing to antisocial behavior. 

When a baby is born with a congenital anomaly, 
the parents deserve first attention for they are 
stricken with shame and grief. Only after this has 
been removed can they contribute to the child’s 
normal development. There are parents who hide 
their deformed children from the world, not daring 
to bring them forth for treatment. It should be ex- 
plained to all parents that they are in no way re- 
sponsible for the anomaly and that the chances of 
their having other normal babies are good. It is 
too much to expect the deformed child, treated or 
not, to grow up normally with the shadow of his 
parents’ guilt upon him. Once both parents have 
seen the infant’s original condition and under- 
stand the problems at hand, surgery should be 
planned. When a child with a harelip tries to suck, 
he is faced with a task for which he has been 
poorly equipped, and it is possible that frustration 
already has begun. Harelips are best closed during 
the first few days of life (Figure 4). A child with 


a cleft palate has a crippled speech mechanism and Figure 6. “All my life I have hated this nose,” stated this pa 


is doomed to failure in spite of sincere efforts to  ™* of SS. She hated & through high schesl, college, end of 
f ds. Pal ellen sie tae clneaih teal her thirty years of married life, but her husband did not want it 
orm words. Falate Cletts shou cose ore changed. Upon his death she decided she was not going through 


serious attempts at speech are begun, usually be- the rest of her life so self-conscious. The correction made her 
fore the age of two. life happier and she looked much younger. 

Facial birthmarks, webbed fingers, hypospadias, 
strabismus, eyelid ptosis, disfiguring burn scars, lop 


Figure 7. How much better it is to correct 
nasal deformities in young adult life—from 
15 to 20 years! A single operation can 
change the entire social, business, and often 
matrimonial outlook of such a patient. 


| 
3 
= 
a3 
| 
4 
‘ 
4 
Ras 


Figure 8. 


ears, crooked teeth, all should be corrected when 
possible before the child enters school. Any de- 
formity that the child has not noticed himself or 
has not been called to his attention bv siblings will 
certainly be brought to light in schocl (Figure 5). 
Children are quick to observe the unusual, and 
with no attempt to conceal curiosity or to refrain 
from ridicule, they will be frank in their discussions 
and opinions. They tend to shun a deformed play- 
mate, or they “dub” him with a nickname which 
reflects his defect. The deformed child has the 
mental and physical faculty for self-expression pos- 
sessed by other children, but because of his de- 
formity, he is either restrained by others or avoids 
the personal contacts necessary for such expression. 
The handicapped child, feeling inferior and alone, 
craves popularity. Many times these children re- 
sort to petty pilfering in order to obtain money to 
attract friends. One boy with facial burns, nick- 
named “scarface,” stole money to buy candy to give 
to his playmates so they would no longer be afraid 
to hold his hand in games. 

Childhood fairy stories pose the handsome prince 
and the beautiful princess against the ugly witch; 
comic books repeat this theme with Detective Tracy 
against such funny looking characters as Flat-top 
and B-B Eyes; movies portray western white- 
hat heroes against black-mustached villains. Thus, 
through the early years of development, there is not 
only the constant identification of beauty with 
goodness and of ugliness with evil, but there is 
also the attempt to identify self with the good and 
the beautiful. But there comes a time in the life of 
every deformed child when he realizes that he can- 
not take the part of his ideal hero. He is reminded 
of this over and over by thoughtless remarks from 
friends and second glances from strangers. It is 


Figure 9. 


easy to see how a handicapped child might become 
delinquent and, if merely punished, driven into 
crime. Rear Admiral E. R. G. R. Evans of the 
British Navy tells the story of a boy who was 
taunted and ridiculed because of his ugly, protrud- 
ing teeth; he was given the nickname, “Barracuda.” 
Gradually, he turned against not only those who 
ridiculed him but against all society and gathered 
together under his command the Scarlet Fleet. He 
became the most feared and ruthless buccaneer on 
the Seas and many of those who had laughed at 
him as a child at school walked his plank to their 
death. “Thus do the cruelties of youth make 
rogues” (Figures, 6, 7, 8, and 9). 

There are many who even today think that plas- 
tic surgery is an unnecessary luxury, “sissy stuff,” 
and only for women. A young American para- 
trooper who had not only knocked out a Nazi 
machine-gun nest singlehanded but had taken 
seven of the enemy prisoners, returned for a new 
parachute when the one he had been issued failed 
to open in a jump over Germany. This rugged 
soldier, covered with all the medals of bravery, 
was asked what his thoughts were as he hurled 
through space to what would have been certain 
death, had he not landed in a tree. 

“I threw my arms up over my face,” he said, 
“fearing what I might look like if I lived.” 

The psychologic reactions to acquired deformities 
are often more intense than those which follow 
congenital disfigurements. Anyone, whether in a 
head-on automobile collision or in the foxholes of 
Korea, may suddenly find himself with a mutilated 
face (Figure 10). An unexpected accident is so 
acute that adjustments are often quite impossible. 
The very medium through which a man_ has 
learned to transmit his personality has been ruth- 
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Figure 10. 


lessly altered. Afflicted at a time when social status, 
outlook on life, habits, and interests have often 
been formed and crystallized, the prospect of an 
existence bereft of every semblance of its former 
self becomes unbearable (Figure 11 A and B). 

Many disfigurements due to scar formation fol- 
lowing injuries may be avoided by proper attention 
to the principles of plastic surgery at the time 
when the injury is first treated. Careful attention 
to anatomic relationships, immediate reduction of 
facial fractures, and accurate approximation of 
wound edges are of primary importance. Recon- 
struction and secondary correction of resultant de- 
formities are also imperative. Time will do much 
to eliminate the traces of scars in most parts of the 
body. Those of the face, however, are disguised 
and concealed with greater difficulty. 

A slight facial deformity frequently produces a 
psychologic effect which is out of proportion to 
the extent or appearance of the lesion. A saddle 
nose suggests pugilistic tendencies or even the stig- 
ma of syphilis. Receding chins, overhanging lips, 
and hook noses are associated with personality 
traits or comic-strip characters. Any real or fancied 
resemblance to caricatures is certain to produce 
aversion and bitterness. A distorted personality is 
too great a price to pay for grotesque features 
which may be transformed by simple plastic pro- 
cedures. Too often an unhappy patient with a 
minor, or even a major deformity, has been ad- 
vised against, or laughed away from surgery by his 
physician who is unaware of the serious handicaps 
he may be imposing. 

To pass off these disfigurements, congenital or 
acquired, as “Acts of God” and to counsel patient 
resignation is unfair (Figure 12). It is true that 
correction of a deformity does not guarantee hap- 


Figure 8. Males are more often victims of acci- 
dents and the nose frequently suffers. “Eagle beak” 
was the moniker applied to this baseball player after 
his injury. Correction of the deformity improved 
both appearance and morale. Figure 9. Prognathism 
is a conspicuous deformity that is detrimental to 
health as well as morale. Several operations have 
been devised to reduce such jaws to normal size 
and restore a better occlusion for mastication. This 
result was accomplished by lateral resections done 
in two stages. Figure 10. Auto accidents accounted 
for 35,000 deaths and willions of injuries last 
year. Meticulous care should be given such victims 
at the first operation to avoid hideous deformities 
and social and business ruin, which occasionally 
follow such suddenly acquired deformities. 


Figure 11, A and B. “Guest Passenger Injuries” suffered 
by persons riding in the front seat beside the driver pro- 
duce at least 75 per cent of disfigured faces. This pa- 
tient’s face broke the windshield, cleanly severed the tip 
of her nose. Three hours later the nasal tip was found on 
the cowl of the car, brought to the hospital and sutured 
in place—but too late. The tip died and the defect was 
repaired by a forehead flap brought down to cover the de- 
fect. The unused part was returned io the forehead and 
the hairdress covers the small skin graft in the center. 
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Figure 12. “Punchy” was the name hurled at this man ever 
since a childhood accident had crushed his nose. At the first 
operation, the nasal bridge and glabellar notch were lowered 
to produce a more pleasing curve. At the second operation, 
lower half and tip of nose were raised by cartilage grafts. 


piness, for a few will merely fix their blame on 
another of their features. Any deformity or blem- 
ish, however slight, which may constitute a source 
of distress or a cause for avoiding social contacts or 
which may cause fear of ridicule or which may 
lead to the development of an inferiority complex, 


Figure 13. Even a small mole in such a conspicuous place 
can make life miserable for a child. Such dark-colored 
moles should be excised completely at an early age and 
the wound closed with subcuticular stitches. The child 
will then have a better chance to develop normally. 


should be corrected as soon as possible (Figure 13). 

With modern plastic surgery available, there is 
no necessity for victims of deformities to be “fugi- 
tives from plastic surgery.” There are indeed few 
such fugitives who are so successful in their adapta- 
tions as the great little man with the great big nose. 


BODY BUILD AND TUBERCULOSIS 


For years physicians have thought of the tuberculous patient as having a thin and rather a 
frail body build. Actually, according to W. H. Sheldon who has made a particular study of the 
telation of body build to disease, the builds of 100 men suffering from tuberculosis were found 
to be largely the same as those of 3,000 aviation cadets in good health. The tuberculous were 
mainly of a muscular, well-built type. Sheldon concluded that tuberculosis is decidedly not 


associated with an asthenic build. 


DANGERS OF OBESITY 


Tue piseases which are likely to develop or be made worse by obesity were listed by D. O. 
Wright in the Alabama State Medical Association Journal for September, 1950. These are heart 
disease, hypertension, nephritis, degenerative arthritis, gallbladder disease, arteriosclerosis, diabetes 
mellitus, varicose veins, venous thrombosis, and diaphragmatic hernia—an imposing list, enough 


to bother the appetite of some persons! 
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Breast Feeding of Normal Jufants 


BY ERNEST H. WATSON, M.D. 
Ann Arbor, Michigan 


Breast feeding is still a very good way to feed young infants. It can be employed by 


8 or 9 out of every 10 women if the physician understands the psychology and 


physiology of breast feeding. Use of the relief or liberty bottle will often remove 


the objections that some women raise and will help in early weaning. 


ArtiFiciaL feeding of infants has been so simpli- 
fied in recent years that a still simpler and better 
method—breast feeding—is too often neglected. 
Time was when an infant's chances of survival 
were considerably reduced if his mother was un- 
able to feed him the natural way. Then, the only 
reason for use of artificial feeding was proven in- 
ability to breast feed after adequate trial, and 80 
to 90 per cent of mothers did nurse their infants 
for most of the first year, or at least through the 
infant’s first summer. 

Looking back on feeding practices of the past 
three or four decades, one almost gets the feeling 
that the physician, finally able to prescribe a for- 
mula which was highly successful, lost all interest 
in urging or even permitting the new mother to 
breast feed her baby. As a matter of fact, there 
are many physicians today who not only do not 
encourage breast feeding but actually discourage 
it with statements such as, “When I prescribe a 
formula, I know what the baby will get,” strongly 
inferring that breast milk is likely to be inferior 
in quality or quantity. 

What is the answer to the question, “Is breast 
feeding of the normal newborn infant better than 


artificial or formula feeding and therefore worth 
some effort and planning?” I believe the answer 
should be in the affirmative. 

The normal full-term infant is apparently 
well nourished by an adequate intake of breast 
milk or properly constituted formula. Strangely 
enough and almost completely at variance with the 
opinions of a few years ago, it is the premature 
infant and not the full-term newborn who seems 
to thrive best on artificial formula or fortified breast 
milk. Recently some doubt has again been raised 
on this point, some believing that recent sharp re- 
duction in use of breast milk for premature infants 
and the recent rise in retrolental fibroplasia may be 
related. If then the full-term infant may be as well 
nourished by artificial feeding, some will ask, 
“Why bother with breast feeding?” I would put 
the question in reverse, “If breast feeding is as 
good as formula feeding, why bother with the lat- 
ter?” Here are a few facts and considerations to be 
kept in mind in this connection. 

Can there be any real questioning of the greater 
convenience of breast feeding as compared to daily 
ritual of bottles, nipples, measures, sterilizers, 
warmers, etc., associated with formula preparation 
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and feeding? Recently we hear much of the “de- 
mand” or “self-demand” feeding schedule. In spite 
of the claim of some that this is a new discovery, 
it is simply a common sense return to the original 
feeding schedule practiced by all mothers before 
physicians began to tell them how to feed their 
babies. 

Breast feeding facilitates the demand scheme of 
feeding, for the lactating mother is_ ideally 
equipped to feed her baby “as much as he wants 
when he wants it.” Aldrich found on careful study 
of the feeding preferences of newborn infants that 
it was often necessary to feed them eight, ten, or 
even more times per day for the first two to four 
weeks of life to keep them contented and colic- 
free. They did not continue to demand feeding at 
such frequent intervals but gradually assumed a 
four-hourly schedule. 

Babies permitted to cry for considerable periods 
of time swallow much air, and it is swallowed air 
and not fermentation gases which cause colic. The 
more crying there is, the more colic; and a cycle 
is started which can be very disturbing to the par- 
ents and anyone else within earshot. Also, the 
breast-fed infant has a smoother gastrointestinal 
course because breast milk is more easily digested 
and less likely to be poorly tolerated during the 
stress of respiratory infections. There is always a 
chance that a formula may be contaminated; breast 
milk almost never is, but it should be kept in mind 
that the milk from an infected breast should not 
be offered to the infant. 

The greater safety of infants that are breast fed 
has been proved on numerous occasions. In sev- 
eral outbreaks of epidemic diarrhea of the new- 
born, it has been reported that the incidence of 
this dangerous diarrhea is considerably lower 
among breast-fed infants, and when these do con- 
tract the disease, they seem to tolerate it somewhat 
better. Grulee showed many years ago that where 
people are under rather constant stress from poor 
economic conditions, and are ignorant of proper 
care of, newborn infants, breast feeding is indeed 
a lifesaving measure. He showed that there was a 
significant difference in mortality rate between 
breast-fed and artificially-fed infants in a very 
large number of cases studied in Chicago several 
years ago. 

The matter of weight gain in artificially-fed 
babies and breast-fed babies needs some comment. 
It has been demonstrated that breast-fed babies do 
somewhat better in the matter of weight gain for 
the first two or three months, but that following 


this period, artificially-fed babies on the whole tend 
to gain weight at a more rapid rate. In this con- 
nection it can be deduced from the observations of 
Potter (1930) and of our own (1950) that advan- 
tages from breast feeding are most apparent in the 
first three months after birth, and we believe that 
this point has some bearing on the time of weaning 
as will be discussed. 

It has been repeatedly mentioned that infants 
who continue to breast feed after the third or 
fourth month show a fall in weight gain. This 
leads to a word of caution about taking weight 
gain as the sole or most important criterion of the 
infant’s condition. 

It is true that babies can be made to gain more 
rapidly when fed on artificial formula, particularly 
those who are voracious eaters; however, it hardly 
needs to be stressed that weight gain alone is not 
a true indication of optimal physical condition. 
Indeed overweight babies are thought to be some- 
what more susceptible to infection and to tolerate 
such infections as pneumonia and erysipelas less 
well than do the babies of optimal weight. 


Mother-Child Relationship 


Pediatricians and child psychiatrists have re- 
peatedly stressed the value of breast feeding as a 
means of providing the best possible relationship 
between mother and child. It is stated that the 
breast-fed infant is likely to enjoy the optimum 
feeling of security; that the fondling and close 
contact with the mother which is a part of breast 
feeding is extremely important to the young in- 
fant. I do not disagree with this, but would also 
point out as Aldrich did in the report of the sub- 
committee of the Committee on Maternal and 
Child Feeding that “an artificially fed baby if 
properly held by his mother might thereby get ap- 
proximately the same amount of gratification and 
close contact as from breast feeding.” In other 
words, the mother who is bottle feeding her baby 
can make him feel secure and can provide the at- 
mosphere conducive to his proper emotional de- 
velopment. 

The subcommittee of the Committee on Ma- 
ternal and Child Feeding quoted above also em- 
phasizes another advantage of breast feeding, the 
apparent fact that breast feeding rounds out and 
completes the emotional experience of motherhood. 
Many women eagerly accept breast feeding as a 
means of assuming responsibility for their infants, 


and in the discharge of this responsibility they get 
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considerable satisfaction. Other women, however, 
do not react in this highly favorable manner to 
breast feeding and may be lukewarm or perhaps 
even antagonistic to the idea. 

When this reaction is observed, and when it 
cannot readily be changed either before the baby 
is born or immediately afterward, it seems the 
course of wisdom to permit these women to feed 
their babies by means of a formula, and not to 
urge them to assume a role which they do not 
want and will try to escape at the first possible 
moment. Some women are so maternal that they 
feel incomplete without children. Such a woman 
will eagerly accept breast feeding, and will be un- 
happy if she is unable to feed her babies in this 
fashion. Other women who consciously or sub- 
consciously do not want children may not want to 
breast feed those that are born to them. Such 
women, if urged to nurse a baby will seek every 
excuse to impress upon the physician that they are 
not succeeding. The wise physician will then set- 
tle for early weaning to the bottle. 


“Selling” the Expectant Mother 


The matter of the type of feeding for the ex- 
pected baby should be discussed with the expect- 
ant mother before the new baby arrives. The 
women may have many erroneous ideas about 
breast feeding and may be conditioned strongly 
against it because of some of her ideas. It is nec- 
essary to “sell,” or at least to explain the advan- 
tages of breast feeding to some women and to cor- 
rect any incorrect ideas that they have gotten in 
this connection. For example, many women be- 
lieve that it really makes no difference whether 
the child is breast fed or bottle fed. This is not 
true, and the facts should be fairly presented. 
Also, many believe that breast feeding will result 
in a disfiguring increase in the size of the breast. 
It can be explained to such a woman that whether 
or not she is to breast feed her baby, during preg- 
nancy the breasts will go through the preparation 
for lactation. It has also repeatedly been demon- 
strated that when the breasts are properly sup- 
ported during lactation, they will later regress to 
about their former contour. 

Many women will raise the objection that they 
have been hindered in their ability to go about as 
they chose during pregnancy, and now they do 
not want to have several more months of being 
tied to a schedule of breast feeding. It can be ex- 
plained to them that they will be tied down by the 
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care of the baby regardless of what type of feeding 
they use, and that the use of the liberty bottle as 
described further on will give them considerable 
freedom, perhaps as much as they would have if 
they were bottle feeding the baby entirely. On this 
point of “selling” the idea of breast feeding to the 
mother, one word of caution needs to be men- 
tioned. A certain type of mother may become so 
enthusiastic about the idea of breast feeding that 
she will be depressed if for any reason she cannot 
carry it out. This emphasizes the need for being 
honest when discussing the advantages and dis- 
advantages of breast feeding, as compared to bottle 
feeding. 

Actually, the fact is that nearly all infants are 
breast fed a week or two and then many are shifted 
to bottle feeding. This illustrates a misunderstand- 
ing on the part of mothers and physicians concern- 
ing the psychology and physiology of lactation. It 
shows that 80 or 90 per cent of women can and do 
begin to lactate in a perfectly satisfactory manner 
some three to five days after the baby is born. Also, 
while they are in the hospital the milk supply 
seems to be entirely adequate. Anyone with any 
experience knows that this is true; by the seventh 
day to the tenth day after the baby is born, the 
mother usually has more milk than the infant 
can possibly consume. Often there is difficulty 
with overflowing milk and tension in the breasts. 
Such tension is most marked within two or three 
days after the milk “comes in.” About this time the 
woman is usually in excellent spirits, having com- 
pleted a task toward which for some time she has 
looked with some apprehension. She is not over- 
worked, she is usually the object of congratula- 
tions and the recipient of tokens of esteem from 
her husband and her other relatives. Hence, she 
is in the ideal mental and emotional state for lac- 
tation. 

When she returns home she must, as a rule, re- 
assume most of the responsibility for running the 
home, perhaps she must do most of her work and 
take the responsibility for planning meals, caring 
for other children, etc. This represents an abrupt 
transition, and it is not astonishing that about this 
time the woman often finds that lactation begins to 
be less profuse. She has assumed the responsibility 
for her new baby. If it is her first child, she is 
not quite sure that she will know exactly what to 
do whenever it cries or gives other evidence that 
all is not well. Unless she is so fortunate as to 
have some help at home for the first two weeks 
after she returns from the hospital, she is likely to 
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get less rest than she needs, and also she may neg- 
lect her food and fluid intake somewhat. 

It is well known that babies at this period tend to 
have colic even when they are breast fed. The transi- 
tion from hospital to home with its change in bas- 
sinet, surroundings, noises, etc., upsets the infant 
somewhat and causes him to cry. It is almost tra- 
ditional that the first two or three days or nights 
at home are accompanied by evidence on the part 
of the infant that he is disturbed. His crying will 
cause the mother concern and will probably cause 
her to lactate less freely. The amount of milk may 
temporarily become inadequate, and the child will 
have another cause for crying. 

All of these things added together may be 
enough to explain the usual report that the baby 
was easily fed while he was in the hospital, but 
that a few days after he came home the milk just 
seemed to disappear. It is unfortunate that the true 
state of affairs is not understood by the muther or 
her physician. This letup, which is not a true 
failure, should be anticipated and measures to 
minimize it should be taken before it occurs. It 
should be explained to the mother ahead of time 
that there will be some decrease in supply of breast 
milk for the reasons mentioned, and that the de- 
crease will probably be temporary. If she does not 
worry, and if she can get some rest and take an 
adequate amount of fluids, it is likely that she will 
within a few days be again producing all of the 
milk that the infant can use, and she will be 
started on a successful period of lactation which 
can be prolonged as long as it seems desirable. 

It is extremely unfortunate when a_ healthy 
young woman loses her breast milk for the reasons 
mentioned above, and thereby becomes convinced 
that she will be unable to produce sufficient milk 
for her baby. After one such experience she will 
be disinclined to try to breast feed another baby. 


Relief Bottle or “Liberty Bottle” 


Recently many physicians have adopted the prac- 
tice of giving the lactating mother a formula for 
one bottle feeding which she is to use once or twice 
a week. For obvious reasons, this has been called 
the relief or “liberty bottle.” It serves several excel- 
lent purposes. First of all, it permits the mother to 
be away from her infant at feeding time when this 
is necessary or desirable. Second, there is a feeling 
of security for the mother in the sense that she 
has a formula which she can fall back on in case 
her breast milk fails. This reassurance may help 


to prevent just such a failure. Also, there is the 
advantage that the infant is accustomed from the 
beginning to accepting milk from either the breast 
or the bottle. Then, in case of illness of the mother 
or the baby preventing continuation of breast feed- 
ing, it is much simpler to switch to bottle feeding 
than if this method had never been employed. 

Other advantages of bottle feeding, of course, 
involve the giving of the bottle for the 2:00 a.m. 
feeding as long as this is continued. Many infants 
are already off the 2:00 a.m. feeding when they 
are brought home from the hospital; but others 
insist on continuing this for several weeks, and it 
may be feasible for someone else to feed him at 
2:00 a.m. In this way the mother can get much 
needed rest. It is, of course, true that if the 2:00 
A.M. feeding is to be given by the mother, it is 
simpler for her to give a breast feeding. 

The use of the relief bottle greatly facilitates 
weaning which is now done much earlier than 
formerly. The infant, who is accustomed to taking 
the relief bottle, may be gradually shifted from the 
breast to total bottle feeding over a course of two to 
four weeks, and thereby he avoids the digestive 
upsets that sometimes follow sudden weaning. 
Gradual weaning usually avoids painful engorge- 
ment of the breast or necessity for the employment 


of stilbestrol or other estrogens to suppress the flow 
of milk. 


Effect of an Allergic Diathesis 


There is one case in which the physician avoids 
(1) the prelacteal feeding (that is, the feeding of a 
milk formula before the flow of mother’s breast 
milk has been established), and (2) the use of a 
relief bottle, until the baby is at least a month old. 
I refer to the case of a child in a family which has 
a strong allergic diathesis. 

It has been demonstrated that the intestinal wall 
of the newborn infant is abnormally permeable to 
incompletely digested protein, and that the early 
feeding of cow’s milk may result in the absorption 
of incompletely split milk proteins and early sensi- 
tization. The fact that eczema may result should 
often deter the physician from giving a milk for- 
mula, especially if it seems likely that the mother 
will be able to breast feed successfully. Racke- 
mann has made the point that once cow’s milk is 
given to an infant, it should thereafter be given at 
fairly frequent intervals. The point is that the giv- 
ing of cow's milk followed by its withdrawal for 
several weeks or months would seem to be the best 
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way in which to produce sensitization in a child. 

It follows, therefore, that if the infant is given a 
milk formula even before the breast milk comes in 
or after this time, it probably should be admin- 
istered at fairly frequent intervals thereafter, and 
in this connection we have recommended that the 
relief bottle be given at least twice a week. This 
practice is also necessary to keep the infant accus- 
tomed to accepting milk from the bottle. I believe 
it is worth stressing again, however, that the in- 
fant born into the family with strong allergic ten- 
dencies probably should not be given cow's milk 
at any time during the first month of life if his 
mother is at all able to breast feed him. 

Also in this connection it has been amply dem- 
onstrated that evaporated milk is much less likely 
than whole milk to provoke manifestation of al- 
lergy. Similarly, other types of processed milk, such 
as powdered milk or a special formula which has 
been produced by evaporation, are to be preferred 
to whole milk for the feeding of small infants. The 
three- to five-minute boiling ordinarily applied to 
whole milk formulas does not alter the protein as 
much as the process of evaporation. Unfortunately, 
the latter does not completely remove the aller- 
genicity of whole milk. 

The usual relief bottle formula that we have 
used consists of two ounces of evaporated milk 
and three ounces of water; to this can be added 
one or two teaspoonfuls of Karo syrup or one-half 
to one tablespoonful of Dextrimaltose. This for- 
mula can be expanded somewhat as the baby grows 
older. The five ounces involved will usually be 
sufficient for the first month or so of life. The gen- 
eral rule of putting one more ounce of water than 
of evaporated milk in the relief bottle is one which 
is easy for the mother to remember, and it works 
out well. It is not necessary for her to put any 
kind of carbohydrate modifier in the relief bottle, 
and recently we have tended to omit this as it sim- 
plifies the preparation. Most mothers find it more 
convenient to prepare the relief bottle shortly be- 
fore it is to be used. There is no reason why the 
mother may not use some one of the proprietary 
formulas which are so prevalent today. The only 
drawback to most of them is the matter of expense, 
but when the feeding is to be given only two or 
three times per week, this is not very important. 


Vitamin Supplementation 


It probably goes without saying that breast-fed 
babies should have vitamins, and in general no dis- 
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tinction is made between the breast-fed and the 
bottle-fed babies in the amount or kind of vitamins 
administered. Actually, only vitamins C and D 
need to be added to the milk intake of either, but 
it has become customary to use multiple vitamin 
preparations in concentrated form. These are read- 
ily obtained in this country and are sufficiently in- 
expensive that there can be no serious objection to 
their use. The administration of vitamin D in most 
infants entails the coincidental administration of 
vitamin A because in most cases the source of vita- 
min D is fish-liver oil concentrate, and the removal 
of vitamin A from this would increase rather than 
decrease the cost. There is no objection to giving 
the increased amount of vitamin A, which is con- 
tained in practically all of the vitamin prepara- 
tions available to physicians. It should be under- 
stood, however, that mother’s milk or cow’s milk 
Cwhole) contains an adequate araount of vitamin A. 
The matter of vitamin D also needs some com- 
ment, in that this and vitamin C are not present 
in sufficient amounts in mother’s milk or cow’s 
milk, and the omission of these two vitamins en- 
tails the possibility of the development of rickets 
and scurvy. Most Cif not all) of the evaporated 
milk now contains 400 units of vitamin D per 13- 
ounce can. This amount of vitamin D will prevent 
rickets in most infants but is not regarded as op- 
timum by most pediatricians and nutritionists. The 
further addition of vitamin D to the food intake 
of infants on evaporated milk is, therefore, indi- 
cated. The total intake of this vitamin in amounts 
of 800 to 1,000 units per day has proved to be safe. 
The B vitamins are usually present in adequate 
amounts in both cow’s and mother’s milk; vitamin 
B, is perhaps borderline in amount. At least two 
manufacturers have supplied a product which is 
somewhat more economical because vitamin B, and 
B, have been omitted from it, and the vitamins A, 
D, and C alone are present. It is logical to use this. 
From the practical standpoint, the vitamin needs 
of the infant are supplied by a few drops of the 
highly concentrated vitamin preparations now so 
readily available. The popular brands contain in 
recommended daily dose approximately 5,000 units 
of vitamin A, 500 units of vitamin D, 1 or 2 mgm. 
of vitamin B, and B, and 50 or 60 mgm. of vita- 
min C. The use of such dosages undoubtedly en- 
tails some slight wastage, in that the amount ad- 
ministered is two or three times the amount needed 
to prevent development of frank deficiency symp- 
toms in the infant; however, such dosage is safe, 
and these vitamin supplements are so reasonable in 
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price that no serious objection to slight overdosage 
can be raised. 

The only one of the above-mentioned vitamins 
at all likely to cause toxic symptoms in marked 
overdosage is vitamin D, and even here the amount 
likely to cause trouble represents a multiple of sev- 
eral times the amount which is usually given for 
prophylaxis. 


Weaning from Breast Feeding 


The advantages of breast feeding seem to be 
very real during the first three months of life. After 
this time, the principal reason for continuing breast 
feeding is that the mother is enjoying this experi- 
ence and wants to continue it as a matter of con- 
venience. As the infant passes beyond the third 
month of life, he is usually out of the colic period 
and has become fairly well established in life. His 
weight is usually somewhere between 12 and 14 
pounds at this time, and his need for milk has be- 
come considerable. Many infants at this time will, 
if weighed before and after each feeding for 24 hours, 
be found to consume 32 to 40 ounces of milk per 
day. The production of this amount of breast milk 
is a drain on a woman’s metabolic process. Many 
young women are able to continue such breast 
feeding for many months, but when the mother 
has many other duties to perform, and particularly 
when her health is not robust, there is good rea- 
son to consider gradual weaning, at this time. 

The work of Hunscher and Macy and co- 
workers indicates that prolonged lactation is likely 
to be associated with negative calcium balances in 
the mother. If the woman’s calcium and nitrogen 
metabolism balances are to be guarded, it is nec- 
essary for her to pay attention to her food intake 
when she is producing a quart or more of breast 
milk. It has been noted that women who continue 
to breast feed their babies beyond the third or 
fourth month commonly complain of fatigue, and 
after the baby has been weaned, many have com- 
mented on the fact that they now are no longer 
as tired as they were before. It seems that when 
this is the case, breast feeding is hardly indicated 
beyond the third or fourth month because by this 
time the infant has gotten most of the advantages 
of breast feeding, and he might just as well be 
transferred to formula. 

There is general agreement that if the baby is 


weaned before the sixth or the eighth month he 
probably should be weaned to a bottle rather than 
to a cup. Many stress the point that the infant 
needs a certain amount of sucking, and if he does 
not derive this from breast or bottle, he will be 
more likely to turn to thumb-sucking. The point is 
not established. As a matter of fact, practically all 
infants will resort to thumb-sucking during the first 
year regardless of the type of feeding employed. 

Our experience in going over records of babies 
fed by breast or bottle or by a combination of both 
methods indicates that breast-fed babies do better 
for the first three months than do babies fed any 
other way, but that so far as weight gain is con- 
cerned, they are likely to fall behind somewhat 
when breast feeding is continued beyond the fourth 
month. Many physicians have adopted the custom 
of planning for gradual weaning beginning some 
time after the third month. 

A simple procedure of weaning which is often 
highly successful involves the gradual substitution 
of more and more feedings by bottle. For the baby 
who has been accustomed to taking the relief bottle, 
this is a very simple procedure. The mother may 
begin by giving the bottle every day, usually at the 
early afternoon feeding. When this has gone on 
for a week or so, she can then substitute another 
feeding, usually the second morning feeding. By 
the time the infant is three or four months of age, 
he will usually be getting only four feedings per 
day, and when two of these are substituted, he will 
then be getting a breast feeding the first thing in 
the morning and last thing in the afternoon, with 
two intervening feedings from the bottle. At this 
point the breast milk usually begins to diminish so 
that breast feeding will need to be discontinued in 
the near future. As a rule, the third breast feeding 
to be dropped is the evening one. Following this, 
weaning will usually be completed promptly. 

If done gradually, the process of weaning will 
work a hardship on neither mother nor child. The 
baby can be used as a “decompressor” at any time 
the mother feels her breasts are unduly engorged 
with milk. After two or three breast feedings are 
replaced with bottle feedings, lactation ceases with- 
out discomfort to the mother, and without the nec- 
essity of using stilbestrol. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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BY IAN STEVENSON, 


Louisiana State University, New Orleans 


Although illnesses can be classified as purely physical, purely psychic, or mixtures, 

the family physician cannot begin by placing his patient in a category. The physician must first 
collect those data which by analysis will lead to diagnosis. This requires more than a simple 
physical survey of the patient. Function, psychic attributes, moods and expressions, 
interpersonal relationships, and life situations must be carefully appraised. 


Ir 1s now generally agreed that in the majority of 
illnesses confronting practitioners today there are 
both psychologic and physical disturbances. An 
ever-recurring task of the practitioner is that of 
separating the etiologic factors in an illness, so 
that appropriate physical or psychiatric therapy 
may be applied. Unfortunately, patients may com- 
plain of symptoms in the physical plane when 
their illnesses are primarily psychic, and the con- 
verse is just as frequent. It is the purpose of this 
and a subsequent article to offer some lines of guid- 
ance for this perplexing problem. We shall take 
up first the data we must collect in order to make 
a complete evaluation of a patient. In the second 
article, we shall consider the analysis of these data. 

It has already been mentioned that illnesses may 
arise primarily from psychic disturbances or pri- 
marily from physical disturbances. By a primarily 


This article is a continuation of the same general sub- 
ject presented in an earlier article by Dr. Stevenson en- 
titled “The Art of Interviewing,” which appeared in the 
October, 1950, issue of GP. 


psychic disturbance is meant one in which there 
are difficulties at the highest level of biologic in- 
tegration, namely the integration of people with 
each other. If a person has disturbances in his re- 
lations to others, he will show this in his behavior 
toward them, or in his own feelings, or in both. 
He will suffer from the loss of a sense of well- 
being and of efficiency in living, and perhaps also 
from a variety of other symptoms of abnormal be- 
havior, designed to compensate for the primary loss 
in satisfactory relationships. The tension generated 
during the disturbance may also be expressed in 
physical symptoms in a variety of ways. 

By a primarily physical disturbance is meant an 
illness which begins by a disturbance of function 
within the body through the action of some physi- 
cal deficiency or stress. In this category a number 
of etiologic factors, such as dietary deficiencies, 
physical traumata and poisons, infectious diseases, 
and degenerative processes, have already been iden- 
tified and others are unknown. The effect of these 
agents may be only physical, but more often some 
psychic disturbance also occurs, either from dam- 
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age to the central nervous system or as the reaction 
of the person to the stress of being physically ill, 
and hence actually or potentially dependent in a 
competitive world. 


Categories of Illnesses 


From the above remarks may be derived a num- 
ber of the categories into which illnesses may be 
placed. It will be helpful for the physician to 
have in mind some such grouping for his patients: 

(1) The disturbance is primarily psychic, and al- 
though complaints may be made about the body, 
there is little or no evidence of disturbed bodily 
function. This group includes the functional psy- 
choses, such as schizophrenia (in some cases of 
which bodily changes may also occur); the psycho- 
pathic states or character disorders; and some psy- 
choneuroses such as phobias, obsessional states, 
and hypochrondriacal states. 

(2) The disturbance is primarily psychic, and 
there is evidence of both psychic and _ physical 
dysfunction. This group includes the psychoneu- 
roses, such as anxiety states and hysteria, and the 
diseases to which the term “psychosomatic” is often 
more narrowly applied, such as peptic ulcer, ulcera- 
tive colitis, asthma, etc. 

(3) The disturbance is primarily physical, but 
there are psychic disturbances secondary to damage 
to the central nervous system, either temporary or 
permanent. This group includes the toxic and or- 
ganic psychoses and is illustrated by such condi- 
tions as bromide intoxication, alcoholism, paresis, 
brain tumors, and cerebral arteriosclerosis. 

(4) The disturbance is primarily physical, and 
there are associated psychic disturbances arising 
from the reaction of the person to the real or sym- 
bolic threat of the physical illness. This group is 
illustrated by the mild depressions seen so often 
among the physically handicapped and dependent 
victims of such illnesses as tuberculosis and ar- 
thritis. 

(5) The disturbance is primarily physical, and 
there is no evidence of any psychic disturbance. 
This group is illustrated by the patient with resid- 
ual paralyses from poliomyelitis who has made a 
satisfactory adjustment to his disability. 

Unhappily the physician does not begin a diag- 
nostic survey by placing his patient in one of these 
groups. Instead he must work up the raw material 
furnished him into a finished diagnostic formula- 
tion. And first he must collect this raw material 
for analysis. 


Collection of Data 


List the symptoms of the patient. It is helpful 
first to list all the patient's symptoms as well as 
those of which his relatives may complain. Symp- 
toms in both psychic and physical planes should 
be noted for further explanation. To this list may 
be added any abnormalities uncovered during the 
physical or technical studies of the patient. 

Explain or exclude physiologic mechanisms of 
the physical symptoms. It is next necessary to un- 
derstand in what way the physical symptoms are 
produced, i.e., whether or not there are physical 
changes in the body which account for the symp- 
toms. In accomplishing this task there are two 
principal tools. 

First is the history of the symptoms, which of it- 
self may be characteristic of certain physiologic 
disturbances. Indeed the history may give the only 
reliable information about physiologic changes. 
Patients with many disorders, such as migraine and 
paroxysmal arrhythmias, are rarely seen during at- 
tacks, but if the physician listens attentively to the 
patient, he will hardly fail to understand the 
changes described. It follows that the physician 
should be thoroughly acquainted with the physi- 
ologic changes which accompany and produce the 
common symptoms, such as palpitation, nausea, 
headache, diarrhea, and so on. To consider one 
example only, the complaint of palpitation by the 
patient raises the following possibilities: (a) The 
patient has a sinus tachycardia; (b) he has a par- 
oxysmal arrhythmia, such as extrasystoles or par- 
oxysmal auricular tachycardia; (c) he has an in- 
creased stroke volume; (d) he is unusually con- 
scious of his normal heart action and believes it to 
be abnormal; (e) he has a delusion about his heart 
in which physical sensations play no part. As the 
patient tells his story, the physician will usually be 
able to decide from the history alone into which of 
these categories the patient’s symptom should be 
placed. If he does not listen and question care- 
fully, he may be at a loss, because the physical 
examination may be entirely negative. 

Nevertheless, the second tool for the under- 
standing of the physiologic mechanisms consists of 
a thorough physical examination. This should be 
followed by whatever laboratory studies are needed 
to explain or exclude the physiologic disturbances 
which might account for the symptoms. 

It is impossible to exaggerate the need for ade- 
auate physical studies in the proper evaluation of 
psychosomatic problems. Many physicians retain 
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a vestige of the “either-or” concept of disease. They 
believe that an illness is either organic or psychic 
and that, if there is a psychic disturbance, then 
the physical symptoms are somehow not genuine, 
and epithets such as “imaginary,” “neurotic,” and 
“hysterical” are applied in a critical way. Such an 
attitude naturally interferes with the physician's 
ability to understand the patient. In addition, it is 
usually erroneous, because most patients having 
physical complaints also have physical disturbances. 
It is not unreasonable for patients to resent being 
told that nothing is wrong with their bodies, when 
in fact something is wrong. The only remedy for 
this error on the part of the physician is a thorough 
familiarity with psychosomatic physiology and an 
awareness of the marked changes in physical func- 
tion which can occur with psychic disturbances. 

A further difficulty arises from the fact that 
many, perhaps most, patients with neuroses and 
psychosomatic disorders have considerable anxiety. 
They focus this anxiety on their symptoms, and 
this gives their complaints a distorted or exaggerated 
quality which may lead the unwary physician to 
think that there is no physical foundation what- 
ever for the complaint. Patients often make state- 
ments such as, “My heart beats so fast I think it 
must be about finished,” or, “My bowels are 
stopped up, so there must be a plug in there.” 
The physician must dissect away from such state- 
ments, the parts growing from emotional reactions 
to the symptoms, and uncover the physical disturb- 
ances giving rise to the reactions of alarm. Even in 
psychotic patients with bizarre delusional symptoms, 
a careful search should be made for physical dis- 
turbances. These patients may also have nuclei of 
physical disturbances underlying their magnified 
complaints and delusions. Thus a depressed patient 
who tells us, “My bowels have dried up and blown 
away,” may be constipated. 

In connection with the assay of physiologic dis- 
turbances, it is well for the physician to focus his 
examination on function as much as possible. Thus, 
attention should be given not only to percussion 
and palpation of the chest, but also to the respira- 
tory movements. The rate of the heart should be 
studied at different times and not only once. Sim- 
ilarly, whenever possible, dynamic studies of bowel 
function, with use of barium during fluoroscopy, 
will help to reveal functional changes. Gait and 
posture should be examined closely. All of these 
and other similar observations may help to uncover 
changes in function which are symptom-producing, 
even if the physical examination is “negative.” 
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Evaluation of the Psychic State 


Next, and to some extent concomitantly with 
the study of physical symptoms, the psychic state 
of the patient must be evaluated. Too often this 
evaluation is neglected until organic disease has 
been excluded and a diagnosis of a psychic disturb- 
ance is forced upon the physician. If psychic func- 
tion is investigated in all patients, diagnosis will 
be much simplified. The physician has at his dis- 
posal a number of clues by which he may detect 
psychic disturbances. 

Let the patient tell about his psychic state. Most 
simply and frequently, the patient will tell us 
verbally at least something about his psychic func- 
tioning. He may say he is frightened or depressed 
or cannot concentrate or has a poor memory. The 
physician should be careful to permit and encour- 
age a full expression of the patient's feelings. If he 
fails to describe his feelings spontaneously, he must 
be drawn out by more direct (but not leading) ques- 
tions, such as, “How do you feel about all this?”— 
“Have you noticed any change in your feelings 
recently?”—“Have your spirits changed?”—“You 
seem to be upset about something; would you care 
to discuss it with me, because it may be connected 
with your symptoms?” or, “Do you find any change 
in your energy or enthusiasm?” 

We must avoid accepting the patient's evaluation 
of his psychic state as the true one. It is only one 
of the data. The patient's disclosures give the im- 
portant information that something is wrong, but 
this may turn out to be something quite different 
from what the patient considers it to be. For ex- 
ample, patients with anxiety frequently attribute 
their anxiety entirely to their symptoms. They may 
say “If only my heart would stop pounding, I 
wouldn’t be so nervous,” or “You’d be nervous too 
if you had headaches.” The acceptance of such 
statements by the physician blocks further uncover- 
ing of deeper and more important sources of 
anxiety. 

Do a brief psychiatric examination of every pa- 
tient. Frequently the patient will not verbalize evi- 
dence of psychic disturbance, and it may be missed 
unless the physician forms the habit of performing 
a brief psychiatric examination of every patient. 
This does not need to be extensive unless positive 
signs indicate the need for more elaborate study. 
Many of the following questions often need not be 
asked of the patient, because the answer will be- 
come obvious during the course of an ordinary in- 
terview. But if a few questions are thought of with 


systematic regularity, much will be revealed which 
would otherwise be missed. The brief psychiatric 
examination may be considered under the follow- 
ing headings: 

Perception: Does the patient have good contact 
with his environment or is he disoriented? Does 
he have false perceptions about his surroundings 
Challucinations) or about himself (depersonaliza- 
tion)? Is his attention good, or does it decay when 
he is not being questioned closely? 

Intellect: What is the approximate level of intel- 
ligence? Does the patient have full use of his po- 
tential intelligence, or has there been a loss of 
function? Is there a disorder of judgment? Is there 
anything unusual about his thought processes, e.g., 
excessively accelerated or retarded? Is there any- 
thing unusual about his thought content, e.g., spe- 
cial preoccupations, obsessions, or delusions? What 
is the patient’s evaluation of himself and under- 
standing of his problems, or, more briefly, what 
degree of insight is shown? 

Emotion:What is the prevailing, and what is 
the usual mood of the patient? Is there elation or 
depression beyond the average range of mood 
change? Is there strong anxiety or resentment? 
Does the emotion change rapidly, or is it fixed 
rigidly? Are the emotions shown appropriate to the 
ideas expressed? 

"Watch for the nonverbal expression of emotion. 

The detection of the emotional state of the patient 
deserves some special consideration. It has already 
been mentioned that the patient's evaluation of his 
psychic state cannot be taken unreservedly. Because 
of strong traditions in our culture against the ad- 
mission of failures, weaknesses, and nearly all neg- 
ative emotions (especially fear and hatred), it is 
most difficult for patients to expose their feelings 
frankly. Furthermore, in many instances, the pa- 
tient may be unaware of important emotions. Every- 
one is familiar with the man who shouts angrily, 
“I am not losing my temper. You're losing yours.” 
However, he is only a caricature of the universal 
human trait of presenting a facade to others, which 
may be vastly different from the feelings actually 
experienced. Physicians must therefore rely much 
upon unintentional and nonverbal expressions of 
emotions for the evaluation of the patient’s psychic 
state. 

Considerable information can be derived from a 
study of the patient's words for implications be- 
yond their expressed meaning. Thus, completely 
different attitudes and emotional states are shown 
in two such questions as, “Why do you ask me 


about these things?” and “Do you have to ask me 
all these questions?” Another contrast is provided 
by “My mother never has understood me at any 
time,” and “I don’t think my mother is able to 
understand me.” With experience, physicians learn 
to penetrate beyond words to the underlying emo- 
tional states. In fact, as the physician becomes 
more sensitive, he may overinterpret his patient's 
remarks. This can be avoided if attention is di- 
rected toward the main currents of emotional life 
and the presence and origin of marked emotional 
disturbances. The physician should not be dis- 
tracted from this goal by efforts to unravel the 
hidden or unconscious meaning of all the patient's 
statements. 

Much can be told from the facial expression of 
the patient. Someone who looks angry probably is 
angry, even if he is not aware of it or not willing 
to discuss it. People who look sad are depressed, 
even though they claim that nothing troubles them. 

Posture, gait, and bodily movements also reveal 
much of the emotional state. The slow gait and 
stooped posture of the depressed person contrast 
sharply with the restless, hyperactive movements 
of the anxious one. 

Evidences of changes in the activity of the auto- 
nomic nervous system also offer clues to the occur- 
rence of emotional disturbances. Examples are the 
dry mouth, moist palms, rapid breathing, dilated 
pupils, and tachycardia of the patient with anxiety. 
Tears of sadness or anger, and flushing of embar- 
rassment are other examples. 

Finally, attention should be paid to the voice 
of the patient, which by changes in its tone, rate, 
or texture may reveal emotional states hardly other- 
wise detected. Blocking may be significant of emo- 
tional disturbance as may interjections of forced 
laughter. 


The Patient's Relations with Others 


Frequently no evidence of psychic disturbances 
may be found in the patient's words or in our ex- 
amination of him. Nevertheless, we may still be 
able to detect some degree of psychic disturbance 
from other data. Most important is the information 
we obtain about the patient's interpersonal rela- 
tions. If a patient is found to have unsatisfactory 
relationships with his wife, children, parents, or 
colleagues, we may, whatever he may say to the 
contrary, infer some psychic disturbance. There 
are psychic necessities of humans which are as im- 
portant as the physical necessities. Just as a man 


GP @ Volume IV, Number 5 


> 
‘ 
z 


must eat to live, so he must love and be loved to 
live well. Various attitudes may be shown by the 
patient to a disturbance in his interpersonal rela- 
tionships. 

He may be aware of some disturbance but deny 
its importance, saying, for example, “I don’t talk 
to my father any more, but that doesn’t bother me 
at all.” Or he may concede an unpleasant feeling 
of tension but deny that this is relevant to his other 
symptoms. Certain patients who suffer from char- 
acter disorders or paranoid states have little or no 
awareness even of the existence of a disturbed re- 
lationship to which they might be contributing by 
their own behavior. Through their eyes, others are 
always perceived as the villains who disrupt their 
lives. But in these instances, such attitudes them- 
selves, or the accounts of their friends and rela- 
tives, betray an underlying disturbance. The phy- 
sician must therefore scrutinize the patient's inter- 
personal relationships objectively and detached from 
the accounts of the patient. Individual or transient 
disturbances may be ignored, but long-standing, re- 
peated, or multiple impairments in social inter- 
course always indicate an underlying emotional 
disturbance, and this will almost certainly be rel- 
evant to the illness of the patient. 

Interviews with relatives or friends of the patient 
are most helpful in uncovering psychic tensions or 
disturbances in interpersonal relationships which 
the patient may conceal from himself or from the 
physician. 

Search for stressful life situations or crises. 
Another clue to the occurrence of psychic disturb- 
ance may come from the physician’s discovery of 
some critical life situation with which the patient 
is contending. While the reaction to such stresses 
is an individual matter, human response to stress 
is sufficiently uniform for us to assume that some 
psychic disturbance develops in most persons dur- 
ing the common ordeals of humanity. Examples of 
these are (1) difficult working conditions, includ- 
ing tyrannical bosses and tension-producing ma- 
chinery, (2) unemployment, (3) retirement from 
job, (4) promotion, (5) financial reverses, (6) in- 
duction into armed services or discharge from armed 
services, (7) drastic change in physical environ- 


ment, (8) marriage, (9) divorce, (10) childbirth, 
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(11) separation from supporting persons, (12) 
physical sickness of self or family, (13) death of 
close relatives, (14) prolonged visits of family or 
in-laws, and (15) marked changes in attitudes of 
persons close to the patient, such as occur dur- 
ing the development or treatment of mental ill- 
nesses. 


Importance of Past Disturbances 


One important and insufficiently used clue to 
the occurrence of a psychic disturbance is the his- 
tory of such a disturbance in the past. Individual 
psychic disturbances are often self-healing, but they 
do not confer immunity. On the contrary, one at- 
tack points up a weakness, and while such a his- 
tory does not in any way confirm the diagnosis of 
a second emotional disturbance, it renders such a 
diagnosis more likely. Certain psychic illnesses are 
characteristically recurrent and of these, two may 
be mentioned further. The first is the anxiety state, 
which occurs in some persons throughout life dur- 
ing situations with special significance to the secu- 
rity of the patient. The second recurrent illness is 
depression, which may occur periodically over a 
lifetime. Such depressions are often mild at first 
and are characterized chiefly by lack of energy or 
“pep,” insomnia, anorexia, and constipation, with 
perhaps little awareness of mood change. Later 
more characteristic psychotic depressions or attacks 
of mania may supervene. In both these conditions, 
the history of previous attacks may be of consider- 
able diagnostic value. 

These, then, are some of the clues which lead us 
to discover emotional disturbances in our patients. 
If we have considered, at least briefly, the other 
psychic functions besides emotion, we have the ma- 
terial for a psychologic evaluation of the patient. 
And if we have previously supplied ourselves with 
a thorough history of the symptoms and have car- 
ried out appropriate examinations to demonstrate 
the mechanism of these symptoms, then we can 
also make a physical evaluation of the patient. 
With the data thus assembled, we may proceed to 
the analysis of the different components in the ill- 
ness of the patient. 
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BY WINDSOR C. CUTTING, M.D. 


San Francisco, California 


Rapid progress has been made in the development of antibiotic and chemotherapeutic agents for 


the treatment of infections. Selection of the best drug for each disease requires the utmost discrimination. 


Tue need for the sulfonamides, which were intro- 
duced for the treatment of bacterial infection less 
than 20 years ago, has almost disappeared. Such a 
transient popularity will probably characterize most 
of the newer anti-infectives, either because of the 
appearance of better agents or because of the de- 
velopment of general microbial resistance. How- 
ever, most of the antibacterial agents still have im- 
portant uses, and with an increase in the number 
of these drugs has come the realization that they 
are not all good for everything. Discrimination is 
needed in choosing the best for each infection. 


Infections With Gram-Positive Bacteria 


Penicillin remains, without challenge, the most 
potent and least toxic agent available for use against 
the majority of Gram-positive pathogens. A notable 
exception is the Staphylococcus, many strains of 
which are becoming increasingly resistant to pen- 
icillin, although still susceptible to aureomycin, 
chloramphenicol, or terramycin. These latter “wide 
spectrum” agents have become the drugs of choice 
in such instances of resistance, as well as for pa- 
tients who are allergically sensitive to penicillin. 
Although they are generally not so effective as pen- 
icillin, they are still highly acceptable remedies. 


Their continued use may lead to anal and perianal 
irritation. This appears to be due in part directly 
to their irritating nature, and in part to monilial 
overgrowth which follows when the ordinary bac- 
terial flora is*suppressed. Chloramphenicol, which 
is relatively well absorbed high in the alimentary 
tract, is least offensive in this respect. 

It is frequent clinical practice to administer pen- 
icillin and aureomycin (or chloramphenicol)  to- 
gether, either with an eye to a supposed enhance- 
ment of the effect or because of uncertainty as to 
the nature of the organism causing the infection. 
The work of Jawetz and his associates at the Uni- 
versity of California has cast a shadow on this prac- 
tice. Thus, when tested in vitro or in vivo, combi- 
nations of penicillin and aureomycin are less effec- 
tive against various organisms than penicillin alone, 
though not less than aureomycin alone. From this 
and subsequent work, it may be suggested tenta- 
tively that, while combinations of penicillin and 
streptomycin are satisfactory, combinations of pen- 
icillin and any of the aureomycin-chloramphenicol 
group are unsatisfactory because the maximum 
effect of penicillin is lost. 

Penicillin, streptomycin, aureomycin, chloram- 
phenicol, and terramycin should not be used as 
topical agents because of frequent sensitization of 
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the patient. The same is not true for the bacterial 
products tyrothricin, bacitracin, and probably poly- 
myxin, and these substances have accordingly be- 
come valuable in the crowded, highly competitive 
field of local antiseptics. It is interesting that they 
are bacterial, not fungal, products and that they are 
polypeptides rather than of simpler composition. 


Infections With Gram-Negative Bacteria 


Infections with Gram-negative microérganisms 
pose a more difficult problem than those in the pre- 
ceding group. The early hopes for streptomycin 
were stifled by a generally low activity in vivo and 
a quickness of organisms to develop resistance. 

Now aureomycin, chloramphenicol, and _terra- 
mycin brighten expectations by their excellence 
in vivo effect. There are shades of difference in 
their effects, but they are seldom pronounced, 
probably because these materials are quite similar. 
The empirical formulas of aureomycin and terra- 
mycin are almost identical (C,,H,,N,O,Cl and 
C,,H,,..,N,O,), and that of chloramphenicol is 
about one-half this (C,,H,,N,O,CD, suggesting 
the probability of a similar active breakdown 
product. 

Typhoid fever appears to be more susceptible to 
chloramphenicol than to the other agents, and, un- 
like most infections, to be helped by the simul- 
taneous administration of Cortisone. In brucellosis, 
the acute response to aureomycin or terramycin is 
excellent, but there are still some cases in which 
there is relapse, and combinations of drugs, espe- 
cially aureomycin and streptomycin, may have to 
be used. Salmonella infections other than typhoid 
are not appreciably susceptible to any of the anti- 
infectives. 

In urinary tract infections, the presence of more 
than one pathogen is common. These usually in- 
clude Gram-negative rods, and therefore penicillin 
is seldom the most useful agent. Streptomycin, 
likewise, is not ideal, because of the extreme rapid- 
ity with which many bacteria become completely 
resistant to it. On the other hand, chloramphenicol, 
aureomycin, and terramycin are satisfactory, and 
are now widely used. Nevertheless, they are ex- 
pensive, and fo- this reason the sulfonamides re- 
main popular and justifiably so, for they are rela- 
tively active across the board, and safe concentra- 
tions are often adequate. 

Proteus vulgaris is possibly more sensitive to 
chloramphenicol than to the other agents, but 
Pseudomonas aeruginosa, often the most stubborn 


and annoying of the urinary tract invaders, some- 
times does not respond to any of the three, al- 
though chloramphenicol or terramycin may be ef- 
fective. 


Tuberculosis 


The streptomycins are the most potent agents 
available for the treatment of tuberculosis. As in 
other situations, bacterial resistance commonly de- 
velops to a marked degree. For this reason, para- 
aminosalicylic acid, though a weaker anti-tuber- 
culosis agent, should almost always be used with 
streptomycin, because the combination delays the 
development of bacterial resistance. Also, in pa- 
tients whose organisms have already become re- 
sistant to the streptomycins, para-aminosalicylic acid 
may still be helpful and should therefore be given. 

The toxic effects of the streptomycins have not 
yet been circumvented. Streptomycin seems to have 
a predilection for the vestibular part of the eighth 
nerve, while dihydrostreptomycin attacks the audi- 
tory part. Possibly a combination of the two, allow- 
ing smaller dosages of each, will prove safer. 


Spirochetal Infections 


Streptomycin and the aureomycin group have a 
considerable effect upon spirochetes, but, at least in 
syphilis, penicillin is far superior. Today there is 
almost universal agreement that penicillin, pos- 
sibly augmented by fever therapy in central nerv- 
ous system syphilis, is the best of all treatments. 

Although therapy will probably not be altered 
much by their use, the new serologic tests should 
be mentioned. In them, for the first time, spiro- 
chetes themselves constitute the antigen. These 
tests are not simple and are not adaptable to rou- 
tine use, but will serve as most welcome investiga- 
tive tools. 


Fungus Infections 


Actinomycosis is the only common systemic dis- 
ease of the mycotic group which is susceptible to 
chemotherapy. It responds fairly well to a variety 
of agents, including sulfonamides, penicillin, strep- 
tomycin, and members of the aureomycin group. 
It has been reported that histoplasmosis is favor- 
ably influenced in humans by ethyl vanillate and 
an antibiotic called actidione, and in mice by an- 
other antibiotic, fungicidin. This may presage the 
appearance of generally useful fungicidal agents, 
but at the moment the gap is wide and the need 
great. 
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Rickettsial and Virus Infections 


The rickettsial diseases in general are treated 
with the aureomycin types of drugs, which have 
replaced para-aminobenzoic acid entirely. Likewise, 
the large viruses, namely, those causing trachoma, 
lymphopathia venereum, and ornithosis, are mod- 
erately susceptible to these same drugs. 

The situation with regard to atypical pneumonia 
is less settled. This presumptively viral disease re- 
sponds quickly and well to aureomycin or chloram- 
phenicol, but relapses are exceedingly common and 
prolonged, and sometimes develop in spite of con- 
tinued therapy. The agent or agents causing this 
disease are only partially sensitive to the drugs. 

The small, “true,” or ordinary viruses are prob- 
ably completely resistant to present chemothera- 
peutic methods, notwithstanding many case reports 
to the contrary. In animals, where adequately con- 
trolled infections can be studied, none of the aureo- 
mycin group of drugs produces a satisfactory effect. 
It is true that slight response can be demonstrated 
with several types of compounds, including the 
flavinoids, but so far none of these compounds have 
merited clinical trial. 

Although not contributing much to methods of 
therapy, special mention should be given to the 
work on the common cold by C. H. Andrewes and 
his associates. Their investigations on human sub- 
jects are put down in a recent article in the 
Scientific American. The virus of the common cold 
is available for study from nasal secretions and will 
reproduce the disease upon inoculation into human 
volunteers, but without ideal consistency. Physical 
exposure, length of time since the last infection, 
and other variables seem highly important, but dif- 
ficult to assess. The antihistamines show no valu- 
able action against this disease. 


Protozoal Infections 


The importance of malaria in the United States 
has dwindled astonishingly. At the same time, the 
therapy at our disposal has grown in strength. For 
suppression of the disease, or for the termination of 
an acute attack, chloroquine has replaced quinine 
and quinacrine almost entirely. In all respects it 
seems more potent and less toxic. 

When suppressive doses of chloroquine are con- 
tinued for some weeks after leaving a malarial 
region, falciparum malaria may never appear, but 
the vivax form is likely to crop out once the drug 
is stopped. Final and complete cure of this latter 
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type has long been difficult, but is now somewhat 
easier to obtain. It may be accomplished by the ad- 
ministration of a combination of quinine and one 
of the members of the pamaquine series. Pama- 
quine, with its propensity for causing methemo- 
globinemia and hemolytic anemia, is undesirable, 
but pentaquine, primaquine, or still newer mem- 
bers of the series are much safer and make such 
treatment practicable. 

The greatest need in malaria, a safe and efficient 
prophylactic which would truly prevent and not 
merely suppress infection, has not been met. The 
British drug, chlorguanide, a good all-around anti- 
malarial, comes closest to this ideal and will in fact 
prevent infection with falciparum, but not vivax, 
malaria. Some strains of falciparum parisites have 
become refractory to it, however, and this must be 
viewed as an ominous sign for its long-term value. 

Amebiasis, unlike malaria which is receding in 
importance, maintains its position as a common and 
disabling disease, particularly in the Southern part 
of the country. Emetine, with all its drawbacks, is 
still perhaps the most important drug for stopping 
severe diarrhea. However, it has long been known 
to have little effect on encysted amebae, as the 
dysentery stops and cystic forms appear. 

Formerly, emetine was used to combat amebae in 
the liver or other extraintestinal areas, where it was 
relatively effective because only the motile, vege- 
tative forms are present in such areas. Chloroquine 
has now challenged this use, and appears to be as 
effective and a good deal less toxic. It does not 
supplant emetine in the treatment of acute diar- 
rhea, presumably because it is rather completely 
absorbed high in the intestine and does not reach 
the lumen of the colon in adequate amounts. 

Probably all patients with amebiasis should re- 
ceive either emetine or chloroquine initially to erad- 
icate any amebae which may already have passed 
into the liver or other tissues. Once the acute symp- 
toms have subsided and any systemic infiltrations 
dealt with, there still remains the problem of the 
final cure of the disease. Carbarsone and an iodine- 
oxyquinoline compound, given simultaneously or 
serially, are usually adequate for this purpose. Bis- 
muth glycolylarsanilate, a pentavalent arsenical like 
carbarsone but containing bismuth as well, seems 
to be a satisfactory alternate. The value of anti- 
biotics, such as aureomycin or bacitracin, is doubt- 
ful. Although immediate effects are good, relapses 
have been reported. This may mean that the ac- 
tion is indirect, and that the real effect is upon 
the intestinal bacteria upon which the amebae feed. 
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TREATMENT OF LIVER DISEASE 


BY RICHARD B. CAPPS, M.D. 
Northwestern University Medical School, Chicago, Illinois 


Durunc the last decade, due largely to the impetus 
of war experience, our knowledge of liver disease 
has been strikingly advanced. Much of our older 
terminology and concepts have had to be discarded. 
Whereas previously only the most severe cases 
were readily diagnosed, it is now possible to rec- 
ognize the milder forms as well. It has become 
apparent that liver disease or disturbances of liver 
function are quite common. In addition, treatment 
has undergone radical changes and is now on a 
rational basis. In spite of the greater complexities 
attendant upon an increased knowledge of the 
subject, a better understanding of the clinical 
aspects of liver disease has made it possible to 
diagnose and treat the great majority of cases with 
the help of a few simple methods. 

Classification. For the purpose of this discussion, 
liver disease need only be divided into acute and 
chronic forms. This is because the general manage- 
ment of all types of acute hepatitis, regardless of 
the cause, is essentially the same, and a similar 
situation holds for all forms of chronic hepatitis. 
The latter term is used here to indicate any case 
lasting more than three months and includes both 
inflammatory and cirrhotic lesions. Malignant in- 
volvement of the liver, abscess, cysts, amyloid 
disease, and other rare conditions will not be con- 
sidered, since treatment, if any, is specific and 
not particularly related to hepatitis. 

Diagnosis. The first step in the diagnosis of 
liver disease is to bear the possibility in mind and 
to look for evidence of liver pathology. Suspicion 
should be aroused by characteristic symptomatology 
or by the finding of either an enlarged or a tender 
liver. The presence of jaundice is of course very 
suggestive but is often absent. Occasionally, liver 
disease is accidentally discovered because of ab- 
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normalities in the prothrombin time, glucose toler- 
ance test, or serum proteins, when these determi- 
nations have been performed for other reasons. 
Similarly, it may first be discovered at laparotomy, 
either on gross inspection of the liver or from a 
biopsy. When the presence of liver abnormality is 
established, it is then necessary to determine the 
type, particularly whether it is acute or chronic, 
and the severity. In the case of chronic liver dis- 
ease, it is important to recognize that the symp- 
toms ordinarily bear little relation to the degree 
of liver damage but rather to the type of liver 
damage. Thus chronic inflammatory hepatitis is 
usually associated with marked symptoms, whereas 
moderately advanced cirrhosis may be present with- 
out any symptoms at all. Inflammatory and cirrhotic 
lesions frequently occur together, of course, and 
the degree of each cannot be determined by the 
clinical picture or by liver function tests. The ac- 
tual extent of cirrhosis can only be determined by 
biopsy. 

In regard to liver function tests, it is much bet- 
ter to employ only a few and to understand them 
well, rather than to perform a large number which 
are not so well understood. The selection of tests 
must depend on the purpose for which they are 
intended. Thus for the early diagnosis of acute 
liver injury, the flocculation tests or the examina- 
tion for bile in the urine are the most satisfactory. 
On the other hand, for following the course of an 
acute case, the icterus index is usually sufficient. 

Therapy. General therapeutic measures are de- 
signed to be supportive, so as to aid in natural 
regeneration and to eliminate the possibility of 
additional liver trauma. It is best to be conservative 
and to employ only proven methods, since experi- 
mental methods are often likely to do more harm 
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than good. This is particularly true of the sick 
liver, which is very sensitive to a variety of sub- 
stances and procedures which are without demon- 
strable effect on the healthy liver. In addition, un- 
der certain circumstances specific treatment is also 
indicated, as in the case of malaria. 


Table 1. The most common etiologic agents in 
acute liver disease. 


Infectious Agents Specific Diagnostic Tests 
Viral hepatiti hepati- None 
tis, homologous serum hepatitis, 


(infecti 


or catarrhal jaundice) 
infectious mononucleosis Blood smear and sheep 


cell agglutination 


Virus pneumonia Chest x-ray 

Yeliow fever None 

* Brucellosis Blood culture and agglu- 
tination 

*Malaria Blood examination 


Stool examination 
Blood agglutination 
Serology 


*Amebic hepatitis 
*Weil’s disease 
* Syphilis 
Toxic Agents 

Carbon tetrachloride and other sol- 

vents 

Phosphorus, arsenic, etc. 

Alcohol 

Chloroform 

Cinchophen 


>None 


Mushroom poisoning 
Snake venom 


J 


(Note that “specific’ therapy is available only for the types 
marked with an asterisk.) 


Table 2. General symptoms of acute hepatitis. Additional 
symptoms may be present in specific etiologic types. 


Headache 
Rt. upper quadrant ache 


Lassitude, often profound 
Anorexia, nausea, and vomit- 


ing 
Loose stools Rt. lumbar ache 
Increased flatus Fever may or may not be pres- 
ent 
Intestinal cramps Urticaria 


(Note that characteristically all symptoms and especially “liver 
ache” are aggravated by jolting exertion.) 


Richard B. Capps, M.D., 
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Acute Hepatitis: Diagnosis and Course 


Etiology. The more common etiologic agents re- 
sponsible for acute hepatitis are indicated in Table 
1. Viral hepatitis and infectious mononucleosis are 
easily the most important in this country except 
in areas where malaria and brucellosis are endemic. 
Some degree of hepatitis, usually without jaundice, 
may be associated with a variety of other acute 
infections, especially those due to filterable viruses. 
In these cases the liver involvement is usually un- 
recognized, and in consequence untreated, and so 
produces unexplained prolongation of convalescence. 
One should always think of hepatitis under these 
circumstances. Liver injury secondary to gallblad- 
der disease is not included in Table 1. This is 
because it is generally not significant except in the 
presence of a purulent cholecystitis or cholangitis. 
The old idea that gallstones always set up an 
ascending infection resulting in liver disease is 
erroneous. 

Diagnosis. Early diagnosis, if only presumptive, 
is vital for effective treatment. The earlier the 
therapeutic measures are instituted, the greater 
their effectiveness. Although the symptoms at on- 
set are often nonspecific, the full-blown picture is 
very suggestive (Table 2). ‘The most character- 
istic feature of the symptoms as well as the phys- 
ical findings is that they are aggravated by exercise 
or any jolting activity, such as a rough car ride, 
and this may persist for several days or longer. 

The most important physical finding is an en- 
larged and tender liver. As indicated in Figure 2, 
this is best detected by jarring, fist percussion over 
the right costal margin. A small, well-localized 
area of tenderness is frequently present in the right 
costovertebral angle (See Figure 3). In viral hep- 
atitis, splenomegaly is frequently present, as well 
as enlargement of the anterior-inferior cervical 
glands. The most valuable diagnostic laboratory 
procedures for use early in the disease are shown 
in Table 3. Actually, the presence of bile in the 
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Diagnostic Prognostic 
Bilirubinuria Bilirubinemia 
Acholic stools Blood urea nitrogen 


Bilirubinemia 

Flocculation tests 
cephalin cholesterol 
thymol turbidity 


Serum alkaline phosphatase time for ambulation. 


urine is sufficient, in the presence of a typical clin- 
ical picture. 

Course. It is convenient to divide the course of 
acute hepatitis into three stages, namely, the pre- 
icteric or prodromal stage, the acute or icteric stage, 
and the convalescent stage. When jaundice is ab- 
sent, we refer to the second stage as the acute stage. 
This is all illustrated in Figure 1. 

PRODROMAL STAGE. This stage may last for from 
one to ten days. The onset of all forms of acute 


Prothrombin time after vitamin K. 


Table 3. Laboratory tests in acute hepatitis in order of importance and ease of performance. 


Recovery 
Bilirubinemia 
Flocculation tests 
Bromsulfalein 


Serum alkaline phosphatase 


After diagnosis is established, only the “prognostic” tests are 
necessary. “Recovery” tests determine degree of recovery and 


hepatitis due to infectious agents, with the excep- 
tion of homologous serum hepatitis, is acute and 
febrile. After two to four days of fever, there super- 
venes an afebrile period of three to eight days dur- 
ing which the patient appears to improve, and is 
usually thought to be recovering from some acute 
infection. In homologous serum hepatitis, as well 
as in the various forms of toxic hepatitis, the onset 
is insidious and essentially afebrile. 

During the whole prodromal period, particularly 


Figure 1. The prodromal, icteric or acute, convalescent, and recovery stages in acute hepatitis. 


ACUTE HEPATITIS 


3 Weeks 
JAUNDICE unless non-icteric form. 
Icterus index elevated. Clay 
colored stools. Positive Hanger 
and thymol turbidity. Prothrombin 
time increased. Diet: soft or liquid. 
High protein and carbohydrate, low 
fat, vitamins in moderation. 

Fluids: 4000 cc., |.V. if necessary. 
NO SALT in fluids, low salt diet. 


7 Days 
NO jaundice. Bile in the urine. 
Positive Hanger and thymol turbidity. 
Diet: soft. High protein, high 
carbohydrates, low fat. 
Fluids: 4000 cc., |.V. if necessary. 
NO SALT in fluids, low salt diet. 


Persistent vomiting 
1. Rx-Glucose and water I.V. 2. Rx-Amino acids I.V. 
Coma 1. Rx-Oxygen 2. Rx-Try aureomycin 


Central necrosis 
Acute hepatitis with 


necrosis of liver cells 


Periportal lymphocytes 
Residual hepatitis with 
inflammation but intact 
liver cells 
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1-2 Weeks 

NO JAUNDICE. 

Liver enlargement and tenderness. 
Bromsulphalein retention abnormal. 
Pssitive Hanger and thymol turbidity. 
Diet: solid, selective. 

Fluids: 3000 cc. orally. 

Salt: no restriction. 


2 Weeks 

NO JAUNDICE. 

Slight liver enlargement. 

No liver tenderness. 

Normal liver function tests. 

Diet, Fluids, Salt—No restriction. 
Exercise gradually increased. 


AVOID LAXATIVES \use enemata)-ALCOHOL-OPIATES AND SEDATIVES-SURGERY AND ANAESTHETICS-SULPHONAMIDES 
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if the patient is allowed to be up and about, severe 
right-sided abdominal pain and spasm may develop 
due to an enlarging liver. This may be confused 
with an acute appendicitis or some other acute 
surgical emergency. Surgery of any sort at this 
time is extremely dangerous and is very likely to 
result in liver failure and death. The presence of a 
large liver which is definitely tender and the ab- 
sence of a leukocytosis are the most reliable diag- 
nostic signs. 

ICTERIC STAGE. Following the prodromal period, 
jaundice develops ‘and symptoms become more 
severe. Jaundice continues to increase usually for 
from three to seven days. At this point, what might 
be called the “crisis” occurs; the serum bilirubin 
starts to fall, bile reappears in the stool, and the 
symptoms abate rather abruptly. In nonicteric 
cases, the prodromal period runs directly into the 
acute stage without any change in the clinical pic- 
ture. Following the crisis, jaundice gradually clears 
over a period of from one to three weeks or more. 

The chief danger during this stage is liver fail- 
ure and death. Although the mortality rate is 
usually low, in some epidemics of viral hepatitis 
it has been as high as 3 or 4 per cent. Death 
rarely occurs in the absence of jaundice, unless the 
liver injury is so acute and overwhelming that the 
patient dies before there is time for jaundice to 
develop. Impending liver failure should be sus- 
pected when the serum bilirubin continues to rise 
for more than ten days, in association with per- 
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Figure 2 (left). Fist percussion of liver to demonstrate ten- 
derness. Pain is characteristically persistent for minutes to 
hours and often develops only after short latent period 
of fifteen seconds. Figure 3 (below) illustrates palpa- 
tion to demonstrate costovertebral angle tenderness which 
is a sign associated with liver tenderness. 


sistent nausea and vomiting. Then there is marked 
somnolence associated with twitching and irritabil- 
ity, and the characteristic “fetor hepaticus” odor 
appears on the breath. Laboratory findings sugges- 
tive of liver failure are a prothrombin time of less 
than 50 per cent of normal, in spite of adequate 
parenteral doses of vitamin K (10 mg. daily), or 
a blood urea nitrogen of less than 10 mg. per 
100 cc. with a normal nonprotein nitrogen. 
CONVALESCENT STAGE. The convalescent stage 
can be said to start when jaundice has cleared. It 
is most important to realize that the disappearance 
of jaundice does not necessarily mean recovery. 
Patients who are allowed out of bed as soon as the 
serum bilirubin reaches normal usually relapse. 
Too early ambulation often produces a recurrence 
of jaundice, and in some cases the relapse may be 
more severe than the original attack. The con- 
valescent stage lasts from two to three weeks. At 
the end of this time, the patient can be allowed 
to return to work. He should be watched, however, 
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for another month, because of the continued, al- 
though slight, possibility of a relapse. The long 
duration of the disease is not surprising when we 
consider that the liver lesions are not healed his- 
tologically until two to four months after the on- 
set of the disease, as shown in the lower photo- 
micrograph in Figure 1. 


Treatment of Acute Liver Disease 


The prognosis of acute liver disease is always 
uncertain until the “crisis” has occurred. The se- 
verity of symptoms and findings is of no help in 
this regard, and cases with a mild onset are just 
as likely to be fatal as those with a stormy onset. 
For this reason, it is extremely important to treat 
all cases as potentially serious until the “crisis” 
has appeared and recovery has set in. 

Bed Rest. The most important single therapeutic 
measure in acute hepatitis is complete bed rest. It 
should be commenced as soon as the diagnosis is 
suspected and should be continued until the cri- 
teria for ambulation are attained. It is important 
that rest be complete, without visitors or other 
disturbances. Bathroom privileges can be allowed 
for defecation if the lavatory is near. During the 
declining phase of jaundice the patient can be al- 
lowed to sit up in bed, but too much extra activity 
will only delay recovery. When criteria indicated 
in Table 4 have been met, the patient can be al- 
lowed out of bed in a gradual manner. 

Diet. The diet should contain about 100 Gm. 
of protein, 250 Gm. of carbohydrate, and 60 Gm. 
of fat. The latter should consist largely of dairy 
fat since animal fat usually produces nausea and 
indigestion. There is no good evidence that fat 
itself is harmful to the liver, so that it is restricted 
only for symptomatic reasons. During the prod- 
romal and icteric stage, the diet should be soft, 
solid, or liquid, depending upon what is most easily 
taken by the patient. Solid food can be allowed as 
soon as the patient is able to take it. 

Fluids and Salt. It is extremely important to 
maintain a fluid intake between 4,000 and 4,500 
cc. a day during the first two stages. This is pref- 
erably given by mouth but can be supplemented 
by vein, as necessary, in order to achieve the proper 
volume. Salt should be restricted moderately in the 
diet. No salt should be given by vein unless severe 
vomiting is present; 5 or 10 per cent glucose in 
water should ordinarily be employed. Administra- 
tion of salt by vein may lead to the development 
of ascites, pleural effusions, and anasarca. This is 
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because there is a marked tendency to retain so- 
dium in the presence of liver injury. 

Vitamins and Dietary Adjuvants. Vitamins have 
no definite value in acute liver disease. In fact, if 
they are given in excess they probably increase the 
liver damage. One or two multivitamin capsules a 
day is quite adequate. If no food is being taken 
by mouth, 200 mg. of nicotinamide daily should 
also be given because of the large fluid intake. 
Such dietary adjuvants as methionine, choline, and 
inositol are unnecessary except in the individual 
who is poorly nourished at the time of becoming 
ill, or the individual who is unable to eat for four 
or five days or more. In such cases, methionine is 
recommended (1 Gm. t.i.d.). Liver extract either 
intramuscularly or intravenously is not advised in 
acute liver disease. In patients who have a pro- 
longed prothrombin time, vitamin K (10 mg.) 
should be given parenterally each day. If in spite of 
this therapy the prothrombin time is markedly pro- 
longed and a bleeding tendency develops, small 
amounts of whole blood (100 cc.) should be given 
every other day, or as necessary, to control the low 
prothrombin concentration. 

Antibiotics. Except in forms of hepatitis where 
the etiologic agent is known to respond to an anti- 
biotic, these preparations are not indicated. There 
is no available evidence to indicate that viral hep- 
atitis is favorably affected. Theoretically, it is pos- 
sible that aureomycin may aid the liver by elimi- 
nating certain bacterial toxins from the intestinal 
tract. However, the danger of producing diarrhea 
which is deleterious to the liver probably outweighs 
these theoretical advantages. It is not recommended. 
The sulfonamides are definitely contraindicated be- 
cause of a possible toxic effect on the liver. 

ACTH and Cortisone. These substances are cef- 


initely not advised in acute liver disease at the 


Table 4. Criteria for ambulatory status. 


. At least 3 weeks bed rest. 

. Disappearance of symptoms, especially lassitude, anorexia, 
diarrhea, cramps, flatus, and headache; and return to nor- 
mal weight. 

. Liver nontender and preferably not enlarged. Absence of cos- 
tovertebral angle tenderness. 

. Normal serum bilirubin for 1 week. 

. Br Ifalein retention (5 mg./kg. dose) under 7 per cent in 
45 minutes. Desirable to have normal flocculation tests and 
normal alkaline phosphatase. 

If only one finding is positive, keep in bed 1 extra week. 

More conservative management is indicated in chronic or re- 

current cases, if the acute illness has been very severe, if pre- 
vious liver injury is suspected, and in patients over 40 years 
of age. 
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Table 5. Symptoms of chronic liver disease and most often confused differential conditions. 


Symptoms of Chronic 
Liver Disease 
1. Lassitude and fatigue 
2. Gastrointestinal symptoms 
Anorexia 
Fat intolerance 
Flatus and belching 
Intestinal cramps—spastic colon 
Loose stools 
. Liver ache or pain 
Rt. upper quadrant ache 
Rt. lumbar ache 
. Vasomotor symptoms 
Dizziness 
Hot flushes 
Pruritus with heat or excitement 
Oral hyperthermia (with normal rectal 
temperature) 
. Mental symptoms 
Depression and confusion 
. Endocrine symptoms 
Menorrhagia 
Impotence 
. Arthralgia 


present time. Although there is some experimental 
evidence that they may exert a mild beneficial 
effect, the potential dangers far outweigh the pos- 
sible benefit. 

Things to Avoid. Alcohol in any form is strictly 
interdicted in acute liver disease. Laxatives should 
not be given; enemas may be used for constipation. 
Care must be employed in the use of sedatives 
since the short-acting barbiturates and the opiates 
have a much more pronounced and prolonged ac- 
tion than in normal people. Atropine can be em- 
ployed for cramps which is the chief type of pain 
encountered. Secondary infections are to be avoided 
or treated promptly. Antibiotics, preferably pen- 
icillin, can be used for this purpose, but sulfona- 
mides should be avoided. 

Coma. In addition to the usual general meas- 
ures, oxygen should be given continuously in both 
pre-coma and coma. Administration by mask or 
nasal tube is preferable, but a tent can be used. 
Aureomycin intravenously, in doses of 1.0 to 2.0 
Gm. in 24 hours, is advocated by some authorities 
and may have value. 


Chronic Hepatitis: Diagnosis and Course 


Etiology. Chronic hepatitis may develop follow- 
ing any of the acute types previously mentioned. 
Even minimal exposure to hepatotoxins, if recur- 
rent over a sufficiently long period of time, may 
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Differential Conditions 


Psychoneurosis 
Cholecystitis 

Peptic ulcer 
Spastic bowel 
Other G. I. disease 


Cholecystitis 


Psychoneurosis 


Chronic infection 


Psychoneurosis 


Gynecologic disease 


Arthritis 


be pathogenic. In addition, liver injury may be as- 
sociated with malnutrition, diabetes, hyperthyroid- 
ism, and chronic heart failure. Probably the most 
common and the most important factors are viral 
hepatitis and alcohol. It is not known exactly how 
often chronic disease follows viral hepatitis, but 
this probably happens in about. 10 per cent of the 
cases. 

Diagnosis. The clinical picture of chronic liver 
disease, in contradistinction to that of acute hepa- 
titis, is quite variable. This is because we have to 
deal with various combinations of two different 
types of liver lesions, namely, the inflammatory and 
the cirrhotic. Inflammatory lesions tend to be as- 
sociated with marked symptoms, liver tenderness, 
and aggravation of symptoms and findings by ex- 
ertion. Laboratory evidence of liver dysfunction 
may be almost absent or may be very marked. On 
the other hand, cirrhotic lesions are often associ- 
ated with almost no symptomatology but with very 
abnormal laboratory findings. The most common 
symptoms of chronic hepatitis, including both in- 
flammatory and cirrhotic forms, are indicated in 
the illustration on page 68 and in Table 5. Liver 
enlargement, with or without tenderness, is usually 
present, and a splenomegaly is not uncommon. Any 
of the usual liver function tests may be abnormal. 
The presence of jaundice or a positive flocculation 
test indicates the presence of inflammation. An in- 
creased retention of bromsulfalein is the best quan- 
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Table 6. Laboratory findings of value in the diagnosis of chronic liver disease, and tests which evaluate the severity. 


Finding 


LABORATORY 

. Icterus index 

. Serum albumin 

. Prothrombin after vitamin K. 

. BSP retention 5 mg./kg. dose 

. Flocculation tests 

Urine urobilinogen 

. Anemia 
X-RAY 

1. Esophageal varices 

2. Absent gallbladder shadow 
BIOPSY 

1. Shows inflammation or cirrhosis 


Table 7. Differential diagnoses of chronic liver disease 


Differential Diagnoses 
1. Chronic cholecystitis 
(Pos. Graham-Cole test) 
2. Peptic ulcer 
(suspicious x-ray) 
3. Psychoneurosis 
(chronic fatigue) 
4. Irritable bowel 


titative measure of the extent of liver damage. Severe 
liver injury is also indicated by such relatively in- 
sensitive tests as a low serum albumin or an in- 
creased prothrombin time in spite of parenteral ad- 
ministration of vitamin K. This is all shown in 
Table 6. 

The diagnosis of chronic liver disease may also 
be made by biopsy of the liver at laparotomy. In 
addition, x-ray examination may be helpful. Esoph- 
ageal varices can be seen following a barium swal- 
low. Nonvisualization of the gallbladder may be 
due to liver dysfunction. This is because the dye 
must be excreted by the liver in order to reach 
the gallbladder. 

The differential diagnosis of hepatitis is shown 
in Tables 5 and 7. It will be seen that a number 
of conditions are frequently confused with chronic 
hepatitis. It must be emphasized that the finding 
of slightly abnormal liver function tests is not in 
itself enough evidence to prove that the liver is 
the cause of the symptomatology. This is somewhat 
like making the diagnosis of angina pectoris on 
the basis of a slightly abnormal electrocardiogram. 
In doubtful cases of liver disease, it is quite help- 
ful when the facts can be established that exertion 
increases the symptoms and the degree of liver 
tenderness, and that bed rest has the opposite 
effect. This is the most conclusive diagnostic point. 
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Results in Severe 
Liver Injury 


Over 100 

Under 2.0 Gm./100 cc. 
Under 50% of normal 
Over 15% in 45 mins. 
Not quantitative 

Not quantitative 

Not quantitative 


Indicate advanced cirrhosis 
Mod. severe injury 


Indicates degree of each 


and critical diagnostic findings. 

Critical Findings 

Evidence of severe liver disease 
BSP retention 

Evidence of liver disease 


Evidence of liver disease 

Relation of symptoms to exercise and rest 
Evidence of liver disease 

Presence of liver tenderness 


Course and prognosis. Both the course and prog- 
nosis of chronic liver disease are extremely vari- 


able. Probably the most important factor is the de- 
gree of cirrhosis versus the degree of inflammation. 
Obviously the former is irreversible, whereas in- 
flammatory changes can disappear. It is well to 
remember that severe inflammatory hepatitis may 
present a picture which is identical with that of 
cirrhosis, including the presence of ascites. The 
only findings that are pathognomonic of cirrhosis 
are evidence of collateral circulation of the anterior 
abdominal wall or in the form of esophageal vari- 
ces, and liver biopsy. Thus, unless these findings 
are present, one is justified in hoping for marked 
improvement. The prognosis is also affected by the 
response to treatment and the severity of the liver 
injury. Finally, if some specific infectious focus can 
be found, which is amenable to treatment, the 
prognosis is greatly improved. The usual case of 
chronic viral hepatitis runs a course of from 4 to 
8 months. 


General Treatment of Chronic Hepatitis 


Bed Rest. Bed rest is just as important in the 
treatment of chronic liver disease as in the acute 
forms. However, since results are much less strik- 
ing, its value is frequently overlooked. The effec- 
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tiveness of rest is, of course, dependent upon the 
degree of inflammation, but since there is almost 
always some degree of inflammation, rest is always 
worth a trial. It should be tried for a period of at 
least 2 months, or as long as improvement con- 
tinues. If the lesion is obviously inflammatory 
and definite liver tenderness is present, complete 
bed rest should be enforced. On the other hand 
in cases of cirrhosis without liver tenderness, a 
modified bed and chair regimen is satisfactory. All 
forms of exercise, automobile rides, and other types 
of physical exertion should be interdicted. In cases 
of severe liver injury on an inflammatory basis or 
of patients with advanced cirrhosis, rest should be 
tried for as long as 6 months. The patient should 
not be allowed to return to work until either re- 
covery has occurred or the condition has become 
arrested or static. 

Diet. A well-rounded, high-caloric diet is desir- 
able.. It should contain approximately 100 Gm. of 
good protein, particularly beef and dairy proteins, 
and 250 to 300 Gm. of carbohydrates. The fat con- 
tent is probably not of much importance, except 
insofar as animal fats are poorly tolerated. If the 
patient is underweight, the caloric content of the 
diet should be increased, but it is not desirable to 
produce obesity. Salt restriction is unnecessary un- 
less ascites or edema is present. 

Fluids. Fluids should be forced in moderation to 
3,000 to 3,500 cc. daily. When a patient is so se- 
verely ill that he is unable to take anything by 
mouth, and parenteral fluids are necessary, infusions 
of saline solution should usually be avoided. 

Vitamins and Dietary Adjuvants. In chronic 
liver disease an adequate vitamin intake is highly 
desirable and often essential, particularly in indi- 
viduals who have been on a poor diet. Ordinarily 
2 or 3 multivitamin capsules orally is sufficient, but 
in chronic alcoholics, larger doses, particularly of 
vitamin-B complex, should be administered for sev- 
eral weeks. The value of methionine and similar 
substances is still not clear. However, it seems best, 
especially in the malnourished patient, to give me- 
thionine, 2 Gm. daily in divided doses, or com- 
parable amounts of choline or inositol. In cases 
of chronic jaundice, particularly of the intrahepatic 
obstructive type with light stools, increased amounts 
of the fat soluble vitamins are indicated. Twenty- 
five thousand units of vitamin A and 10,000 units 
of vitamin D are satisfactory daily doses. An ade- 
quate calcium intake should also be maintained, 
preferably in the form of milk, one to one and a 
half quarts a day. Theoretically vitamin E may be 
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of some value in chronic liver disease and can be 
given as Tocopherex (25 mg. t.i-d.). 

Other Forms of General Treatment. Administra- 
tion of liver extract has been advocated by some 
workers. When it is given intravenously, reactions 
are frequent. It is our feeling that intramuscular 
vitamin B,, is much safer and just as effective. 
Sixty micrograms should be given intramuscularly 
once a week. For individuals who fail to gain 
weight, daily intramuscular injections of testoste- 
rone proprionate (25 mg.) for a period of 2 or 3 
weeks is often helpful. Injections can then be re- 
duced to bi-weekly for another 3 weeks. ACTH 
and Cortisone have so far proven ineffective in the 
treatment of chronic liver disease. 

Things to Avoid. As in acute liver disease, al- 
cohol must be strictly prohibited. Diarrhea, if pres- 
ent, should be promptly controlled with the usual 
methods. Laxatives should be avoided and sedatives 
and opiates used with caution. A summary of 
chronic liver disease is presented in the frontispiece 
illustration on page 68. 


Treatment of Specific Infections 


One of the most important and effective meas- 
ures in the treatment of chronic liver disease is 
the elimination of specific infections. For example, 
amebiasis with amebic hepatitis may be a compli- 
cation of chronic viral hepatitis. Elimination of 
the amebic factor may allow the natural resistance 
of the body to throw off the viral infection. This 
holds not only for infections which actually involve 
the liver, but also for any secondary infection 
which lowers body resistance. 

Amebiasis. Stools should always be examined for 
E. histolytica. However, even if they are not found, 
all cases should routinely be given a course of anti- 
amebic treatment. This should consist of preferably 
a course of chloroquine, 250 mg. orally twice a day 
for 10 days; or, if chloroquine is not available, 
emetine hydrochloride, 60 mg. intramuscularly 
daily for 8 days. This should be followed by some 
oral preparation such as Vioform, 250 mg. three 
times a day for 10 days, in order to eliminate the 
organisms from the intestinal tract. 

Malaria. The possibility of chronic malaria must 
always be considered, especially if the patient has 
been ‘exposed. In such instances a therapeutic trial 
with quinine or some of the newer preparations 
may be indicated. A fast sedimentation rate is a 
suggestive finding. 

Brucellosis. Chronic brucellosis sometimes affects 
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the liver. A history of preceding acute brucellosis, 
finding of a high titer of specific agglutinins, and 
a positive blood culture are the best means for 
establishing this diagnosis. Treatment with chlo- 
ramphenicol or aureomycin is often effective. 

Syphilis. Chronic syphilitic involvement of the 
liver is no longer seen very frequently. However, 
if the Wassermann is positive, a course of peni- 
cillin should be administered. 

Other Secondary Infections. It is always desir- 
able to look for infected teeth, tonsils, chronic 
pulmonary lesions such as tuberculosis, and other 
infectious foci. The elimination of such foci may 
result in marked improvement in the liver disease. 


Treatment of Specific Symptoms 


Ascites. When ascites is marked, abdominal tap 
may be necessary. In a large number of cases, how- 
ever, it is possible to alleviate ascites with a low- 
salt diet and the use of ammonium chloride. Mer- 
curials are occasionally necessary, but are best 
avoided since they may produce further liver dam- 
age. It is often necessary to prescribe a diet con- 
taining 500 mg. or less of salt. Cation exchange 
resins can also be used for the purpose of eliminat- 
ing salt. Surgical procedures for the treatment of 
ascites are unsatisfactory. If enough improvement 
in liver function can be obtained by other forms 
of treatment, the formation of additional fluid mav 
be prevented. 

Hemorrhage. Hemorrhage, which occurs only in 
the presence of cirrhosis, is almost always from an 
esophageal varix. The immediate treatment is trans- 
fusion and rest in bed. Vitamin K should be admin- 
istered if the prothrombin time is prolonged. The 
prognosis is extremely poor, since about 50 per 
cent of patients who have a massive hemorrhage 
are dead within one year. Prevention of further 
hemorrhage is a difficult task. Various specialized 
surgical procedures, such as portacaval shunts, are 
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INSOMNIA 


Dr. Ernest Scumipuorer, of Kennedy Hospital, Memphis, has put on a tape recorder simple 
phrases which are repeated over and over again in a monotone. The phrases are chosen to 
; induce sleep by suggestion. The effect is hypnotic. The material was sent out over loud speak- 
ers in the wards of a hospital. After from 2 to 4 weeks, most patients reported gratifying results. 


being used for the purpose of reducing pressure 
in the esophageal veins. 

Anemia. In cases of cirrhosis of the liver, anemia 
is mainly due either to blood loss or to hypersple- 
nism. Cirrhosis per se rarely produces a red count 
below 4,000,000. If it can be established that hem- 
orrhage is not occurring, then splenectomy may be 
considered, especially if the red count is 2,000,000 
or less. Anemia does not respond to either iron or 
liver extract; transfusions must be used. 

Liver Failure. Liver failure and coma may en- 
sue in chronic liver disease. In this case the treat- 
ment is the same as that which is prescribed for 
acute liver disease. 


Surgery and the Liver 


The chief problem in connection with surgery 
is that of proper diagnosis. In the majority of cases 
of jaundice, it is reasonably clear that one is deal- 
ing either with an obstruction requiring operation, 
on the one hand, or with parenchymal liver disease 
on the other hand. However, there are still certain 
cases in which the picture is obscure. In such in- 
stances, it is much the safer policy to wait for 
4 to 6 weeks, by which time the picture usually 
becomes clear. Little harm is done in the case of 
an obstructive jaundice, whereas surgery in acute 
hepatitis is distinctly dangerous. This danger is 
greatest at the time of onset of jaundice and then 
gradually decreases. Not only does the trauma of 
surgery aggravate liver disease, but most anesthetics, 
particularly ether and ethylene, are hepatotoxic. 
In chronic liver disease the danger of surgery is 
not so great. Thus in cases of chronic jaundice 
where there is a reasonable chance of a common 
duct obstruction, an exploratory laparotomy is in- 
dicated. It is best to use an anesthetic method 
which insures an adequate oxygen supply. The 
patient should be prepared beforehand with a hep- 


atitis diet and other adjuvants as necessary. 
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The Present Status of... 


Creatment of Shock in Myocardial Jnfarction 


Tue problem of shock accompanying myocardial 
infarction is reviewed at length in Modern Concepts 
of Cardiovascular Disease (August, 1951) by Hel- 
lerstein and Brofman. Many patients with acute 
myocardial infarction have mild to moderate hypo- 
tension, which is asymptomatic and without signs 
of circulatory collapse. No special therapy is indi- 
cated in such cases. However, in approximately 
10 per cent of all cases of myocardial infarction, 
the systolic blood pressure falls abruptly and re- 
mains below an arbitrary level of 80 to 90 mm. of 
mercury, and the classic signs of circulatory col- 
lapse appear. In addition, there are usually gallop 
rhythm and basal pulmonary rales, indicating left 
ventricular failure. Occasionally, there are mani- 
festations of general congestive heart failure, usual- 
ly in patients who have previously suffered from 
congestive failure or loss of cardiac reserve. In such 
patients, increasing signs of congestion may pre- 
dominate over those of shock. Occasionally, the 
shock state is the consequence of an arrhythmia, 
such as ventricular tachycardia or paroxysmal auric- 
ular tachycardia. 

In any instance of shock attending myocardial 
infarction, the prognosis is exceedingly grave, the 
mortality rate running as high as 80 to 90 per cent. 
When the shock state is permitted to persist, a 
vicious cycle is produced, because the efficiency of 
- general coronary flow and collateral and intercoro- 
nary anastomoses is reduced, and this in turn further 
depresses cardiac output. Prompt institution of anti- 
shock therapy is therefore of the utmost importance. 

When the shock is a consequence of an arrhyth- 
mia, specific therapy against the arrhythmia is first 
indicated. Under other circumstances, the methods 
used for treatment must depend upon the findings 
in an individual case. When there is shock without 
elevation of venous pressure and without pulmonary 
congestion, the administration of pressor drugs is 


most important. Hellerstein and Brofman recom- 
mend an initial intravenous dose of 5 to 15 mg. of 
mephentermine or ephedrine. In their experience 
this usually produces an immediate pressor response. 
The improvement in blood pressure is sustained by 
administering 35 to 70 mg. of the pressor sub- 
stance in 100 cc. of 5 per cent dextrose in water, 
slowly over a period of two hours. During this 
period, the blood pressure, pulse rate, and other 
clinical aspects of the case must be closely watched. 
When the pressor drugs are ineffective or incon- 
stant in restoring the blood pressure to a more nor- 
mal level, whole blood or plasma (less than 250 
cc. per hour) should be given. 

The presence of shock and congestive failure is 
an indication for rapid digitalization, followed 
when necessary, by peripheral vasopressor drugs. 
In patients who have not previously received digi- 
talis, strophanthin or ouabain is given in the usual 
dose of 0.25 to 0.50 mg. intravenously over 5 meas- 
ured minutes. Because of the rapid excretion of 
strophanthin, longer-acting digitalis preparations 
should be started within six hours, so that within 
the next twenty-four hours a calculated digitalizing 
dose will have been given. 

When there is a picture of shock and mild heart 
failure, and digitalization and vasopressor drugs are 
ineffective in correcting the shock state, transfusion 
may be administered cautiously. It may be that 
intra-arterial transfusion will become the method 
of choice in such cases. Reports on this promising 
technique are not yet available. In the presence of 
severe pulmonary edema, transfusion is contraindi- 
cated. In such cases venesection or application of 
venous tourniquets is to be preferred. General meas- 
ures that might be employed in the treatment of 
shock from any cause are used, including oxygen 
inhalation, reassurance, supportive drugs such as 
coramine and caffeine, and adequate sedation. 


Gout 


IN AN interesting article, Dr. C. J. Smyth, writing 
in the Practitioner for January, 1951, reported some 
studies on gout. 

There seem to be little doubt that gout tends to 
be inherited. In gouty families there are many per- 
sons who have a high uric acid in the blood without 
ever getting arthritis. There is some other factor 
which produces the acute illness. 

It is now well known that ACTH can work 
wonderful improvement in acute cases of gout, but 
on withdrawal there may be another attack. 

Smyth suggested the following treatment: (1) 
Colchicine and ACTH are given together at hour 


intervals until the patient is practically relieved. 
The dose of ACTH is 50 mg. given intramuscu- 
larly; the colchicine in a dose of 1/100 gr. (0.65 
mg.) is given by mouth. (2) When the patient is 
much relieved, one can continue to give the col- 
chicine five times a day until the patient develops 
diarrhea. (3) Then stop the colchicine for 24 hours 
and treat the diarrhea with paregoric and bismuth. 
(4) After a day or two go back to colchicine 3 
times a day and cut this dose down if the patient's 
digestive track rebels. (5) When the maximum 
tolerated dose has been found, continue to give this 
for at least two weeks. 
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p Cips from Other Journals 


Dextrose Tolerance Test 


Hicu LicuTs in a recent report by Soskin on the 
use and abuse of the dextrose tolerance test include 
the author's reasons for preferring the intravenous 
technique over the oral technique for performing 
the test, and his emphasis of the importance of 
disorders of liver function as a reason for con- 
fusion in diagnosis (Postgrad. Med., 10: 108, 1951). 

Soskin believes that the oral dextrose tolerance 
test, as ordinarily used and interpreted, is prac- 
tically worthless in that it is not sensitive enough 
for the detection of mild diabetes. The main reason 
for insensitivity of this technique is the variability 
in rate of absorption of dextrose from the gastro- 
intestinal tract. This difficulty is of course avoided 
when the dextrose is administered intravenously. 
Results with the dextrose tolerance test curves are 
therefore more constant and can be interpreted 
with greater accuracy and dependability. 

Soskin explains in some detail the mechanisms 
of influence of liver function on the blood dex- 
trose level. He emphasizes that the dextrose toler- 
ance test is often abnormal in patients with liver 
disease or with other reasons for disordered liver 
function. He believes, however, that the dextrose 
tolerance test curve of a patient with disordered 
liver function can be distinguished from the di- 
abetic curve by the fact that the blood dextrose 
level returns to the pretest level within sixty min- 
utes in cases of liver disease, whereas the diabetic 
curve is not back within 120 minutes. The impor- 
tance of distinguishing liver disease from diabetes 
mellitus is obvious, when one considers the dif- 
ferences in dietary treatment that might be em- 
ployed in the two conditions. 


Masked Hyperthyroidism 


Maskep hyperthyroidism is that form of thyroid 
disease in which the overactive thyroid gland does 
not produce classic symptoms, but manifests itself 
by symptoms restricted to a single system. In older 
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patients the most common type of masked hyper- 
thyroidism is that which presents itself as cardio- 
vascular diseases, especially auricular fibrillation, 
according to Bortin, Silver, and Yohalem (Am. J. 
Med., 11:40, 1951). 

Recognizing that newer methods of diagnosis of 
hyperthyroidism — particularly radioiodine uptake 
and plasma protein-bound iodine determination— 
afford a means for the diagnosis of hyperthyroidism 
not previously available in masked cases, the 
authors used these techniques in the study of 55 
patients with auricular fibrillation without overt 
hyperthyroidism. Eight cases of masked thyrotoxi- 
cosis were thereby discovered in the group. The 
authors emphasize that the establishment of this 
fact was of the utmost importance, because thyro- 
toxicosis is curable and the cardiovascular manifes- 
tations therefore reversible. 


Contracture of the Palmar Fascia 


A review of their findings in 36 cases of contrac- 
ture of the palmar fascia (Dupuytren’s contracture) 
has recently been published by Ross and Annan 
(Ann. Surg., 134:186, 1951). This disease pre- 
dominates in the male sex and has its onset usually 
after the age of 40. There seems to be a hereditary 
element in the development of the disease. Most 
patients relate the onset of trouble to trauma, 
usually in the form of repeated minor irritations or 
injuries to the palm. 

Many patients delay consulting a physician 
about the condition for months after the onset, 
because subjective discomfort is slight. Finally they 
present themselves for treatment because their 
fingers are stiff and difficult to extend. As a rule, 
the contracture and thickening of the palmar fascia 
begin on the ulnar side of the hand at the base of 
the fourth and fifth fingers. Both hands are usually 
involved. Thickening of the periarticular tissues 
overlying the knuckles (dorsal knuckle pads) are 
a common accompaniment. 

Ross and Annan believe that a good functional 
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result can be obtained with operation consisting of 
meticulous dissection of the palmar fascia plus its 
prolongations. Lately they have also given vitamin 
E, mainly postoperatively, and believe that it fa- 
cilitates earlier free movement of the fingers and 
softening of the operative scar and perhaps resolu- 
tion of the thickened condition of the skin. 


Peptic Ulcer 


In a thought-provoking examination of the psycho- 
somatic and psychosocial aspects of peptic ulcer, 
Kahn and Freyhan announced that some of our 
teachings on this problem cannot be accepted as 
facts; they are only assumptions—and perhaps only 
fancies (Am. J]. Psychiat., 107:866, 1951). They 
call to our attention that there is no truly scientific 
or statistical support for three often-repeated state- 
ments; namely, (1) that peptic ulcer has shown 
an increase during the last few decades, (2) that 
it is the aggressive dependent personality that is 
especially vulnerable to peptic ulcer, and (3) that 
our civilization breeds peptic ulcer. The authors 
do not deny that these statements may be true, 
but they would like a little proof. 


Venous Thrombosis and Pulmonary Embolism 


Recocnizinc that many of the current notions 
about venous thrombosis and pulmonary embolism 
are unsupported by adequate pathologic studies, 
McLachlin and Paterson have done their best to 
correct this deficiency by performing complete dis- 
sections of the veins in continuity from the lower 
end of the inferior vena cava to the posterior tibial 
vein at the level of the internal malleolus, during 
routine autopsies on 100 unselected male patients 
over the age of 40 years (Surg., Gynec., & Obst., 
93:1, 1951). In this group of cases there was no 
significant variation in the incidence of venous 
thrombosis or of pulmonary embolism according to 
age. 

Thirty-four per cent of cases had gross demon- 
strable venous thrombi and there were 19 cases of 
pulmonary embolism, so that 56 per cent of the 
thrombi had resulted in this complication. In more 
than half of the 34 cases of venous thrombosis, 
more than one thrombus was encountered, and in 
15 instances they were bilateral. By actual count, 
the 34 cases of venous thrombosis showed 76 dis- 
tinct thrombotic masses. Many of the thrombi had 
their origin in valve pockets. When the 76 indi- 


vidual thrombi in the 34 positive cases were 


studied, the distribution of lesions was as follows: 
pelvic veins 6, thigh veins 49, leg veins 21. 

From these findings it is obvious that the large 
veins in the thigh were the most common site for 
thrombosis. This finding strongly implies that su- 
perficial femoral vein ligation would not have been 
effective in preventing pulmonary embolism in the 
majority of cases. Furthermore, the authors em- 
phasize that such ligation is useless in cases where 
the main drainage pathway from the calf is by the 
profunda femoris vein rather than by the super- 
ficial femoral vein, a finding which they discovered 
in 10 per cent of their series. 

Finally, they point out that serial section studies 
have failed to show any underlying intimal changes 
which would act as a precipitating factor in throm- 
bosis formation, a fact which suggests that the 
disease is initiated by more general causes. 


Funnel Chest 


FUNNEL CHEST is a well-known congenital anomaly, 
which usually causes no important disturbance ex- 
cept for its cosmetic effect. When the anomaly is 
severe, the heart is displaced entirely into the left 
hemithorax and is consequently rotated. 

As a result of his review of the literature on 
this subject, Ravitch believes that in severe cases 
disturbances of cardiac function may be more com- 
mon than is generally supposed (Surgery, 30:178, 
1951). He reports the case of a young man in 
whom the deformity seemed to be the basis for 
episodes of auricular fibrillation and cardiac failure. 
Operative correction of the deformity resulted in 
a cure of the patient, and postoperative studies 
demonstrated remarkable improvements in the efh- 
ciency of cardiovascular hemodynamics. 


High Serum Amylase Without Pancreatitis 


Wivespreap use of tests for serum amylase values 
has been of great importance in improving the fa- 
cility with which a diagnosis of acute pancreatitis 
is made. However, other conditions than intrinsic 
disease of the pancreas may cause an elevation of 
serum amylase activity. This fact has obvious im- 
plications in regard to differential diagnosis. Re- 
cently, Raffensperger has reviewed the literature 
on this subject and has reported on 21 cases, all 
of which showed appreciable elevations of serum 
pancreatic enzyme activity without intrinsic pan- 
creatic disease (Ann. Int. Med., 35:342, 1951). 
The conditions in which elevation of serum pan- 
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creatic enzymes was encountered in the absence of 
pancreatitis were perforated peptic ulcer (5 cases), 
partial small bowel obstruction (4 cases), acute 
peritonitis of various causes (8 cases), impaired 
renal function (3 cases), and one case of diaphrag- 
matic hernia with torsion and strangulation of the 
stomach. 

Another important cause for elevation of serum 
amylase values, in the absence of intrinsic pan- 
creatic disease, is the administration of opiates, as 
mentioned by Gross and co-workers (Proc. Staff 
Meet. Mayo Clin., 26:81, 1951). 


Crushed Ice Packing for Burns 


AppuicaTion of packs of crushed ice to damaged 
areas in the treatment of severely burned patients 
has many advantages, according to Flynn (Cali- 
fornia Med., 75:97, 1951). The author points out 
that this is a quiet adaptable method, and it may 
be of considerable importance in the event of a 
catastrophe such as an atomic bomb attack. The 
crushed ice method is helpful for shock, and re- 
lieves pain more effectively than morphine, in the 
experience of Flynn. He believes. that the method 
reduces the incidence of pulmonary edema and 
diminishes loss of plasma from the burned surface. 


Cancer of the Uterine Cervix 


RapHaEt and Waterman have recently reported 
on 432 consecutive cases of carcinoma of the cervix, 
the most frequent neoplasm occurring in the fe- 
male reproductive tract (New England J. Med., 
245:281, 1951). Although the largest percentage 
of cases fell in the group between 40 and 60 years 
of age, the lesion may be found at any age from 
youth to very old age. Incidental syphilitic infec- 
tion, marriage, and childbearing appear to be pre- 
disposing factors. As a matter of fact, the cancer 
may be detected during pregnancy, so that careful 
examination of the cervix is mandatory in any 
pregnant woman who bleeds abnormally. The dis- 
ease seems to be disproportionately rare in Jewish 
women and in patients with prolapse of the uterus. 

Multiple malignancy occurs more frequently in 
patients with cancer of the cervix than can be ex- 
plained on the basis of chance alone. This empha- 
sizes the need for frequent examination of all can- 
cer patients, not only for detection of recurrence, 
but also for discovery of another primary focus. 

In these 432 patients, there was an average of 
6.7 months’ delay from the onset of their symptoms 
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to the date of their admission for examination at 
the gynecologic tumor clinic. The fact that there 
was so much delay certainly points up the continu- 
ing need for further cancer education of physicians 
and public alike. 


Debridement of Sloughs 


THE use of streptokinase and streptodornase for the 
purpose of promoting separation of a slough from 
burns and wounds has recently been reported by 
Connell and Rousselot (Surgery, 30:43, 1951). 
Streptokinase promotes fibrinolysis, and streptodor- 
nase liquefies desoxyribose nuclear protein, a con- 
stituent of exudates characterized by a stringy, 
viscid coagulum. 

The lytic action of these enzymatic agents gives 
them an obvious advantage for the purpose of sepa- 
rating an adherent slough overlying a burn or 
wound. In order to bring the substance into con- 
tact with the adherent part of the slough, it was 
first incisively cross-hatched into 3 by 5 mm. 
squares. The authors then applied the agents, sus- 
pended in Lubafax, a water-soluble base. The 
slough was then covered with fine-mesh gauze im- 
pregnated with petroleum jelly. 

The authors report that there was.an earlier sep- 
aration of thick sloughs, leaving a clean, granulating 
surface entirely suitable for early skin grafting. 
They emphasize that these enzymes will not be 
effective in débridement of wounds which contain 
sloughs that are adherent mainly because of colla- 
gen and cellular coagulum, since the enzymes are 
not active against such substrates. The technique 
of treatment must include frequent replenishment 
of the enzymatic agents at the site of their action 
Cevery 24 hours or more often). Other methods of 
treatment, including the local use of antibiotics, 
must not be neglected. 


Malnutrition in Cardiac Disease 


Durant stresses the secondary role of nutritional 
factors in the downward course of patients with 
congestive heart failure, due primarily to non- 
nutritional conditions (Ann. Int. Med., 35:397, 
1951). The reasons for development of malnutri- 
tion in patients with long-standing heart failure 
are multiple. Economic or psychologic factors some- 
times play a part. The heart failure itself causes 
anorexia as a result of congestion of the gastroin- 
testinal tract. Also, congestion may interfere with 
normal absorptive processes in the intestine. Some 
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of the drugs used for the treatment of heart failure 
provoke anorexia and others, by causing profound 
diuresis, may contribute to deficiency by washing 
out excessive amounts of water-soluble vitamins. 
Also, the very low-salt diets, which are in vogue 
for control of edema, engender poor appetite. Final- 
ly, in some types of cardiac disease, notably hyper- 
thyroidism, there are increased metabolic demands. 

Durant pleads for the routine use of measures 
which will prevent the development of nutritional 
deficiency in heart failure. In this connection, he 
has found that the use of the cation exchange 
resins permits the patient to have a more attractive 
diet, since the necessity for stringent restriction of 
sodium becomes unnecessary. He believes that an 
element of vitamin deficiency is often found in 
cases of long-standing heart failure. The presence 
of this element is suggested by the findings of a 
pellagrous glossitis, or other manifestations of vita- 
min-B deficiency, and a dietary history indicating 
a deficient intake of thiamine and other members 
of the B group. For patients in whom there is evi- 
dence of vitamin-B deficiency, Durant gives thia- 
mine intramuscularly in a dosage of 100 mg. a day, 
and supplies other members of the B complex by 
parenteral route as well. Improvement in the ap- 
pearance of the tongue is a valuable criterion of 
successful vitamin therapy. 


Vagotomy for Recurrent Pancreatitis 


Ir 1s well known that in some cases acute pan- 
creatic edema tends to recur periodically. It is also 
known that most, if not all, of the manifestations 
of this disorder can be experimentally provoked 
simply by occluding the pancreatic duct. It has 
seemed probable to some investigators that such 
occlusion of the pancreatic duct may at times be 
entirely the result of sphincter spasm. 

With these thoughts in mind and acting in the 
belief that sphincter spasm may be the consequence 
in some instances of psychogenic factors, McCleery, 
Kesterson, and Schaffarzick recommend vagotomy 
for the prevention of recurrent pancreatic edema 
(Surgery, 30:130, 1951). This operation, performed 
upon 11 patients chosen because of the marked 
progression of their disease, resulted in definite im- 
provement in all. The authors explain that the 
beneficial effects of vagotomy in these cases may 
well be due to a combination of factors, including: 
(1) prevention of pancreatic duct spasm, of psy- 
chogenic origin; (2) prevention of increased pan- 
creatic enzyme production, of psychogenic origin; 


(3) decrease of enzyme secretion resulting from 
the presence of peptones and hydrochloric acid in 
the duodenum; (4) prevention of increased hydro- 
chloric acid production by the stomach in response 
to emotional stimuli, a factor which would second- 
arily reduce sphincter spasm and pancreatic enzyme 
production resulting from such increased acidity; 
and (5) amelioration of the effects of the increased 
gastric acidity formed in response to excessive al- 
cohol intake. 


Tendon Sheath Patterns in the Hand 


Tue classical, textbook picture of the tendon sheath 
pattern of the hand shows only the little finger 
sheath in continuity with the ulnar bursa, while 
the tendon sheaths of the three middle fingers are 
not. In an anatomic study based on 367 hand dis- 
sections, Scheldrup has shown that at least 7 other 
patterns exist (Surg., Gynec., & Obst., 93:16, 
1951). In some of these seven there is continuity 
of one or more of the tendon sheaths of the three 
middle digits with the ulnar bursa. He suggests 
that these findings warrant a revision of our 
thoughts regarding the extension proximally of 
tenosynovitis of the three middle digits. It can no 
longer be assumed that proximal extensions from 
these three digits always pass to the deep fascial 
spaces of the palm and never pass to the ulnar 
bursa. It is also apparent that, in primary infection 
of the ulnar bursa, one should be as equally con- 
cerned with the possibility of retrograde spread 
into the tendon sheaths of the three middle digits, 
as he is with spread to the radial bursa and tendon 
sheath of the little finger. 


Treatment of Acute Otitis Media 


AttHoucu the value of penicillin therapy for acute 
otitis media is undeniable, Rutherford believes that 
penicillin has received more credit than it deserves 
and that antibiotic therapy is being misused by 
some physicians (California Med., 75:98, 1951). 
She reports that the majority of middle-ear infec- 
tions which respond magically to one or two injec- 
tions of penicillin are those which in years past 
responded to simple treatment with glycerin drops, 
heat, and decongestants. 

The cases in which penicillin therapy is of real 
importance are those in which there is suppuration 
in the middle ear. In such cases, the antibiotic 
should be given in adequate doses and continued 
until the ear has returned to normal. This implies 
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that the physician will inspect the tympanic mem- 
brane frequently. The obligation to do this is all 
the stronger when penicillin is being used. The 
drug has the effect of suppressing pain and fever, 
symptoms which might alert the physician to pos- 
sible complications arising during the course of 
the disease. When antibiotic therapy is discontinued 
too soon, the drug acts merely as a bacteriostatic 
agent, and symptoms may recur in from five to 
fourteen days. When inspection of the tympanic 
membrane discloses that there is pus under pres- 
sure, surgical drainage is still a first principle. Spon- 
taneous rupture of the eardrum should be avoided 
if possible. This is of the utmost importance if the 
patient is to recover with a full restoration of 
hearing. 


Infectious Mononucleosis 


TERE is a tendency to regard infectious mononu- 
cleosis as a benign disease characterized by fever, 
sore throat, lymphadenopathy, and a typical hema- 
tologic picture. But there are many cases which 
demonstrate that this disease is actually a general- 
ized one. Indeed, manifestations of involvement of 
the lymphatic system may be delayed in their on- 
set, and the clinical picture may be predominantly 
one of acute hepatitis, benign serous meningitis, or 
an indeterminate type of encephalitis. 

This last type of clinical picture is well exem- 
plified in a case report by Hubler and others, in 
which fever, headache, coma, and convulsions were 
the presenting symptoms (Proc. Staff Meet., Mayo 
Clin., 26:313, 1951). Lymphadenopathy and 
splenomegaly were not discovered at the onset, al- 
though splenomegaly developed some days later. 
The fact that the central nervous system involve- 
ment was due to infectious mononucleosis was es- 
tablished by discovery of the characteristic blood 
picture and heterophil agglutination test. 


Edema During Pregnancy 


ANOTHER use for the cation exchange resins is re- 
ported by Penman, who has treated eleven preg- 
nant women for fluid retention without evidence 
of pre-eclampsia or eclampsia (Am. J. M. Sc., 
222:193, 1951). He found that the usual daily 
dose of 45 Gm. of the resin was effective in re- 
lieving edema when the patient’s diet included no 
more than 2 to 3 Gm. of sodium a day. 

The obvious advantage of this technique of 
treatment is that a more palatable diet can be pre- 
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scribed than is possible when stringent restriction 
of sodium is part of the treatment. On the other 
hand, .it is not possible to provide effective relief 
of edema by means of the resin when the intake of 
sodium is unrestricted, and amounts greater than 
3 Gm. a day are taken. 


Treatment of Bleeding Esophageal Varices 


One of the most dreaded complications of cirrhosis 
of the liver is bleeding from esophageal varices 
which have formed as a consequence of portal 
hypertension. A neat trick for supplementing the 
usual treatment has been suggested by Lorant 
(Gastroenterology, 16:716, 1950). He advises that 
the foot of the bed be elevated a distance of 10 
inches or more; or that the patient, in prone posi- 
tion, have his pelvis elevated 15 to 20 inches. He 
has the definite impression that this procedure has 
been of considerable value in the few cases in which 
he has had an opportunity to try it. 

The rationale: Normally blood in the esophageal 
veins can flow either way, depending upon the 
position of the patient. When there is significant 
portal hypertension, flow in these veins is mainly 
in the upward direction. Therefore, in the head- 
down position, pressure in the esophageal varices 
can be expected to fall somewhat as a result of a 
lessening of the influence of gravity. 


Atrophic Rhinitis 


A PRELIMINARY report on a new regimen for atro- 
phic rhinitis with ozena has recently been furnished 
by Sternstein (New England J. Med., 245:165, 
1951). The report concerns 13 patients who were 
treated with nasal applications of an anti-infective 
agent, plus administration of a vasodilating agent, 
such as Priscoline, niacin, or histamine. The choice 
of the anti-infective agent in an individual case 
depended upon the type of bacterial found on cul- 
tures of nasal secretions. Streptomycin, penicillin, 
bacitracin, and Gantrisin were employed singly or 
in various combinations. Priscoline and niacin were 
prescribed orally, and histamine was given by in- 
jections in gradually increasing doses for its vasodi- 
lating effect. 

Almost all patients showed complete or partial 
disappearance of the odor which is one of the most 
disagreeable features of atrophic rhinitis. Four of 
the 13 patients also showed disappearance of crust 
formations and organisms, in addition to a partial 
return of the sense of smell and an improvement 
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in the appearance of the nasal mucous membranes. 
Six showed significant improvement, with com- 
plete disappearance of odor and organisms, a con- 
siderable elimination of crusts, and some increase 
in moisture of the mucous membranes. There was 
no return of their sense of smell. Three patients 
improved slightly, in that odor was reduced or 
caused to disappear; but crusts persisted and there 
was no change in the appearance of the mucosa. 


Allergy in the Aged 
Geriatric allergy presents special problems both 


in diagnosis and treatment, according to Kern 
(Ann. Int. Med., 35:315, 1951). In general, aller- 
gic diseases are less frequent in the elderly than at 
a younger age, and certain allergic diseases are de- 
cidedly less frequent in old age. This is especially 
true of some of the more acute types, such as hay 
fever and allergic migraine, and the food allergies. 
Contact dermatitis is also less frequent because of 
the less varied, less intense, or wholly lacking oc- 
cupational exposures. 

On the other hand, changes in the skin, which 
are a consequence of aging and diminished arterial 
flow, make the skin more vulnerable to the effects 
of irritants of all kinds. Minor skin lesions are less 
likely to heal promptly, and often are complicated 
by secondary bacterial or mycotic infection. Simi- 
larly, the changed quality of the skin accounts for 
the fact that contact dermatitis, when it does occur, 
is especially stubborn in its response to treatment. 

The incidence of drug allergy in the aged is 
higher than in younger persons, probably because 
the older people receive much more medication. 
Many drug reactions now being seen are a conse- 
quence of administration of sulfonamides and anti- 
biotics. 

Perennial allergic rhinitis is the commonest man- 
ifestation of allergy in the respiratory tract and is 
often overlooked because the physician fails to ask 
about it and because the old patient doesn’t bother 
to mention it, since he has come to take for granted 
his sneezes, rhinorrhea, and nasal blocking. This 
form of rhinitis is often a precursor of a much 
more serious disease, especially in the aged—asthma. 

In older patients, the clinical picture of asthma 
is aggravated because of the high incidence of at- 
tendant respiratory tract disease in the form of 
emphysema, bronchiectasis, or chronic respiratory 
tract infection. Sometimes chronic cough without 
wheezing is on an allergic basis. At other times, in 
patients with obvious cardiac disease and circula- 


tory failure, an allergic (asthmatic) component is 
easily overlooked. 

Nevertheless, the detection of these allergic dis- 
orders is important if the older patient is to be re- 
stored to optimum health. Most valuable in diag- 
nosis is a careful history and examination of the 
patient as a whole. Skin tests are generally less 
reliable in aged patients. Commonly skin tests are 
negative to an antigen which is nevertheless re- 
sponsible for allergic manifestations. 

In discussing treatment, Kern emphasizes that it 
must be suited to the whole patient, not merely to 
an allergic disease. The therapy for the allergic 
disorder itself is not greatly different from that 
which would be employed for younger patients. 
The author warns, however, that in geriatric al- 
lergy there is more reason than ever for caution in 


the use of ACTH or Cortisone. 


Mild Typhoid Fever 


IN THE course of a study of 346 cases of typhoid 
fever in Los Angeles during a ten-year period, 
Bauer and Bower recall to our attention the fact 
that some patients have a very mild form of the 
disease, with an atypical course which leads to 
great delay in diagnosis (Am. ]. M. Sc., 222:174, 
1951). Forty-seven patients in this series (11.3 per 
cent) had this kind of mild course. The illness 
was of short duration with an average of 10 days 
of fever. Most of the patients were children or 
young adults. None of them had been immunized 
against typhoid fever. All of them recovered and 
there were no complications. 

The paucity of symptoms and the absence of 
leukopenia were mainly responsible for delay in 
diagnosis. The fact that typhoid fever in the young 
may run an atypically mild course has obvious epi- 
demiologic implications. 


Suppurative Pelvic Thrombophlebitis 


Attuoucu the incidence of serious pelvic infec- 
tions has been greatly reduced in recent years as a 
result of effective antibacterial therapy, suppura- 
tive pelvic thrombophlebitis is still seen often 
enough that all physicians should be alert to its 
diagnosis, according to Collins and his co-workers 
(Surgery, 30:298, 1951). These authors report on 
a study of 70 patients having this tvpe of venous 
disease. 

The most common predisposing factors were 
postabortal or postpartal infection. However, some 
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cases developed after gynecologic operations or in- 
trauterine application of radium, or in connection 
with pelvic abscesses other than those associated 
with puerperal or postabortal infection. 

The pathologic sequence begins with intimal 
damage of the vein as a result of bacterial invasion 
by direct extension along the intima or by way of 
the perivenous lymphatic channels. Following in- 
timal damage, clotting is initiated. Subsequent bac- 
terial invasion of the clot itself produces suppura- 
tive thrombophylebitis. The clot undergoes lique- 
faction rapidly and therefore tends to break up 
into small pieces, with consequent septic pulmo- 
nary embolism. Most often the thrombophlebitis 
involves multiple sites, and the distribution of le- 
sions is about equal in the two main pathways of 
venous return from the pelvis—the uterine veins 
draining into the internal iliac veins and inferior 
vena cava, and the ovarian veins draining directly 
into the inferior vena cava on the right side and 
indirectly by way of the left renal vein on the left 
side. Sometimes there is also evidence of involve- 
ment of the deep veins of the leg, but the authors 
believe that this is a result of retrograde spread of 
thrombosis from the veins of the pelvis to those of 
the leg. 

The diagnosis of suppurative thrombophlebitis 
must be suspected when a patient develops the 
clinical picture of septicemia following childbirth 
or abortion, or as an aftermath of certain types of 
surgical operations on the pelvis. Pelvic examina- 
tion is negative more often than not, except possibly 
for the presence of tender thrombosed veins in the 
vagina or pelvis. With the advent of septic pul- 
monary embolism, there may be an aggravation of 
the clinical picture of septicemia plus clinical or 
x-ray signs of pulmonary infarction. The infarcts 
are usually small and tend to assume atypical forms 
and may show rapid abscess formation. 

Medical treatment includes the administration 
of appropriate antibiotics, as well as the use of a 
general supportive regimen. Surgical intervention 
is indicated in any case in which there is a failure 
of response to the medical regimen in four or five 
days, and for any patient with postabortal or post- 
partal sepsis in whom a pulmonary infarct de- 
velops while conservative treatment is being used. 
The important feature of surgical treatment is in- 
terruption of all veins draining the pelvis. This im- 
plies that both ovarian veins must be ligated, as 
well as the inferior vena cava. To accomplish such 
venous ligations, a transabdominal approach to the 
veins is necessary, except in those cases in which a 
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hysterectomy has previously been done and in 
which, therefore, the continuity of the ovarian ves- 
sels with the uterus has already been interrupted. 
Following surgical treatment, there is often a dra- 
matic subsidence of the symptoms and signs of 
septicemia. In an occasional case, however, it may 
be anticipated that bacterial endocarditis or meta- 
static abscesses in other locations than the lungs 
may have developed, and that additional treatment 
will be necessary for these complications. 


Increased Intracranial Pressure 


IN soME types of cerebral disease, reduction of in- 
tracranial pressure may be of paramount impor- 
tance. Hypertonic glucose solutions have the dis- 
advantage of causing a secondary rise in intra- 
cranial pressure after the initial fall. Although 
hypertonic sucrose solutions do not induce such a 
secondary rise, their repeated use may cause severe 
renal tubular injury. Wilson and other investiga- 
tors have therefore studied various hypertonic 
sodium salt solutions for their effect on the cis- 
ternal pressure of dogs, with a view to finding an 
agent which would be more satisfactory (Surgery, 
30:361, 1951). 

They report that equiosmolar solutions of sodium 
lactate, sodium succinate, and sodium chloride, 
when injected intravenously, reduce intracranial 
pressure without effecting significant secondary 
rises in pressure. In clinical practice during the past 
two years, they report that they have been using 
one-half to one molar solutions of racemic sodium 
lactate, in attempts to reduce dangerous elevations 
of intracranial pressure and the swellings of the 
brain during craniotomy. 

They have found the sodium lactate solution to 
be effective in reducing high intracranial pressures 
associated with subdural hematomas, and in reduc- 
ing brain swelling during intracranial operations, 
although it has not proved effective in altering the 
course of severe contusional brain injury. They 
warn that whenever large amounts of hypertonic 
sodium lactate are given repeatedly, the carbon 
dioxide combining capacity of the serum should 
be carefully followed for evidence of alkalosis. 


Ganglion on the Wrist 


Iw A letter recently published (J.A.M.A., June 16, 


1951), Duncan C. McKeever writes that roentgen 
rays applied to ganglions on the wrist will effect a 
cure in a high percentage of cases. 
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The Present Status of ... 


Chronic Brucellosis 


AN ATTEMPT to answer the question, “What is 
chronic brucellosis?” has been reported by Spink, 
who sought the answer to the question by follow- 
ing more than 100 patients over long periods of 
time (Ann. Int. Med., 35:358, 1951). The need 
for this study arose out of the tendency of many 
physicians to make a diagnosis of chronic brucello- 
sis in individuals who have an ill-defined group of 
symptoms which are often compatible with psycho- 
neurosis, neurasthenia, or an anxiety state. In such 
patients a low-grade fever may or may not be 
present. Agglutinins for Brucella may be absent, 
and the presence of low titers may reflect previous 
therapy with vaccine, or a skin test may have in- 
duced such titers. The skin test is usually positive. 
Blood cultures remain sterile. The vast majority of 
such patients have had extensive treatment of 
brucellosis without permanent relief. 

In Spink’s opinion, the basic requirements for a 
precise diagnosis of brucellosis are: (1) history of 
exposure to the disease; (2) objectives as well as 
subjective evidence of illness; (3) the presence of 
Brucella agglutinins, especially in a titer of 1:100 
and above; (4) isolation of Brucella from the tissues 
or body fluids. This last finding often clinches the 
diagnosis, although the first three criteria may es- 
tablish it with reasonable accuracy. The author em- 
phasizes that one is on very uncertain ground if the 
diagnosis is based upon subjective complaints only, 
a positive intradermal test with Brucella antigen, 
and absent or low titer of Brucella agglutinins. 

Sixty-five patients who had undeniably had acute 
brucellosis were followed for periods of at least one 
year. The average period of follow-up study was 
four and one-half years. About three-fourths of the 
patients were males. This represents the usual sex 
distribution of the disease, a fact of considerable 
help in unraveling the problem of chronic brucello- 
sis, since many uncritical reports are concerned 
largely with females. None of the 65 patients re- 
ceived any specific therapy. Thirty-five of them had 
only acute or subacute brucellosis, which is to say 
that they recovered within twelve months. 

There were, therefore, 30 cases in which brucello- 
sis was chronic, lasting more than one year. These 
30 cases could be divided into three groups, in 
seeking the reasons for the protracted illness. There 


were 5 individuals who had a relapsing type of ill- 
ness without evidence of localizing disease, but 
with clinical and laboratory evidence of continued 
infection. There were 12 patients who had evidence 
of a localizing complication, often associated with 
several relapses. There remained, then, a third 
group of 13 patients with chronic brucellosis (20 
per cent of all the cases), who demonstrated no 
objective evidence of active disease but still com- 
plained of ill health. One of the outstanding fea- 
tures of this group was that over half were so mal- 
adjusted emotionally that diagnosis of severe psy- 
choneurosis or psychopathic personality were made. 
It became obvious that a chronic scate of ill health 
was not synonymous with active infection. In some 
cases the state of the patient's health was intimately 
related to the outcome of claims for compensation. 
Finally, there were some stable persons who con- 
tinued to feel weak and to tire easily. It is difficult 
to explain the cause of continued ill health in 
these people. 

The course of the disease in these 65 patients, 
who received no specific therapy, was then com- 
pared with the course of the disease in 61 patients, 
who received treatment with one or more antibiotics 
considered to be effective in the treatment of bru- 
cellosis. 

The outstanding difference was that, in the 
treated group, twice the number of patients were 
fully recovered within the first three months of ill- 
ness. There was still a significant number of chronic 
cases whose illness extended beyond one year, and 
about the same number of patients in the treated 
group as in the untreated group complained of 
symptoms for which no organic cause could be 
demonstrated. Spink believes that in this kind of 
case the patient may have been bordering on a 
personality disorder or emotional disturbance and 
have been tipped over into a functional state of 
chronic ill health by an attack of acute brucellosis. 
He mentions, however, that other investigators have 
suggested that the behavior patterns of these pa- 
tients may be due to organic damage to the cerebral 
cortex by brucellosis. He emphasizes that, in any 
event, the proper therapeutic approach to a psy- 
chiatric problem is not the use of vaccines or anti- 
biotics. 


GP @ Volume IV, Number 5 


; 
f 
iit 
| 
| 
i 
: 
= 
as 
q 
4 
: 


p Information Please 


Cramps After Mercurial Diuretics 


Q. A few patients have cramps in the legs and feet following 
injections of mercurial diuretics. Why? Can this be prevented? Is 
this a contraindication to their continued use? 


A. As far as we can ascertain, the answer to this 
question is not surely known. It is supposed that 
such cramps are a consequence of rapid changes in 
plasma electrolyte values, resulting from a strong 
diuretic effect. The cramps might be prevented by 
using smaller individual doses of the mercurial diu- 
retic. A small dose of quinine (0.3 to 0.6 Gm.) or 
quinidine (0.2 to 0.4 Gm.), given about six hours 
after an injection of the mercurial diuretic, is also 
sometimes effective in preventing the cramps. 

Although the cramps are not an absolute con- 
traindication to the use of mercurials, one should 
recognize that, when the diuretic is being given 
frequently (daily, for example) and cramps are de- 
veloping after each dose, the appearance of a serious 
disturbance of the body electrolyte pattern miay be 
imminent. 


Anticoagulants in Coronary Occlusion 


Q. What is the present status of anticoagulant therapy in coro- 
nary occlusion? How long should it be continued following the 
acute episode? 


A. One finds reports in the literature to the ef- 
fect that anticoagulants do not reduce mortality 
from coronary thrombosis. The consensus of pres- 
ent-day opinion, however, favors the use of anti- 
coagulants. The report of the Committee for the 
Evaluation of Anticoagulants in the Treatment of 
Coronary Thrombosis with Myocardial Infarction 
revealed an appreciable saving of lives, a reduction 
of instances of complications with but few com- 
plicating dangers. 

Dicumarol has definite advantages over heparin 
preparations for long-continued therapy, but should 
never be given unless adequate and accurate lab- 
oratory checks for prothrombin levels are possible. 
The prothrombin level should be carried at two to 
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two and one-half times the laboratory's normal 
level. Contraindications in patients with coronary 
thrombosis would be significant hepatic or signifi- 
cant kidney disease. Other contraindications are 
seldom encountered with this group. For best re- 
sults, the sooner the therapy is instituted following 
an infarction the better. Since dicumarol has a 
therapeutic lag of 24 to 30 hours, heparin may be 
administered early, dicumarol being started at the 
same time (assuming the prothrombin level had 
been found normal). A first dose of 300 mg. is 
usual; the next day if the prothrombin level is 
below 25 seconds, 200 mg. should be given, and 
as a rule 100 mg. a day thereafter will provide a 
safe therapeutic level. However, frequent adjust- 
ments of dosage may be required; hence, the abso- 
lute necessity of daily and accurate prothrombin 
level determinations. 

There is no absolute rule one may follow in 
determining the period of administration. Some 
users stop the drug at the end of two weeks, others 
four weeks, and still others continue the drug for 
years. Unless some thromboembolic complications 
enter the picture, anticoagulants generally may be 
discontinued about the third week with reasonable 
safety. When the infarction is large and/or when 
heart failure is present, four to six weeks’ adminis- 
tration will be advisable. 


Past-Term Pregnancies 


Q. Recent work among pediatricians seems to show that a cer- 
tain number of babies born past term die due to changes in the 
placenta and decreased oxygen reaching the baby through fetal 
circulation. Should a pregnancy going 7 or more days past 
term have labor induced by rupture of the membranes to pre- 
vent this danger to the baby? 


A. This question raises the rather intricate and 
difficult additional questions: 

1. When is a pregnancy really beyond term? 

2. How much harm results to a baby in utero in 
going beyond term? 

3. Do more dangers accrue to the baby from in- 
duction of labor or from permitting the pregnancy 
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to go on and allowing the labor to start naturally? 

Without going into great detail in an attempt to 
answer these several inquiries, one must, in such a 
case, endeavor to figure the duration of the preg- 
nancy not only from the date of the last menstrual 
period, but upon consideration of whether the pa- 
tient had an irregular and late menstrual cycle and 
may have had, therefore, a late ovulation and late 
occurrence of pregnancy. 

If the conclusion is reached that the pregnancy 
has actually gone beyond the date due, then very 
careful attention must be paid to the fetal heart 
sounds and fundus measurements at frequent in- 
tervals. Ten days to two weeks beyond term in the 
otherwise normal subject probably does no harm, 
but if the placenta becomes postmature and regres- 
sive in its functions, it will surely fail to provide 
for the increasing needs of the baby. 

Induction of labor may readily be accomplished 
in the multipara by dilatation of the cervix, strip- 
ping of the membranes, mild stimulus with castor 
oil, and small doses of Pitocin, or by actual rupture 
of the membranes. 

In a primigravida the problem of getting labor 
started may be somewhat more difficult. If there is 
undue delay of labor, for instance, with the mem- 
branes ruptured, the situation may become increas- 
ingly serious for the baby. In such instances, the 
heart sounds must be observed at frequent inter- 
vals. Ten per cent intravenous glucose should be 
given to the mother periodically, and if the re- 
sponse in labor is not satisfactory, a low transperi- 
toneal or extraperitoneal Cesarean section may be 
necessary to save the life of the fetus. 


Vaginal Douches 


Q. What is the proper way for a woman to douche, in a lying- 
down position, or sitting up? Should douching commence when 
a girl starts menstruating, and should she douche after each 
menstrual period? 


A. A woman should always lie down in a bath- 
tub when she takes a douche. In the sitting posi- 
tion the water cannot reach all parts of the vagina. 

There is no unity of opinion among either physi- 
cians or women concerning the value of vaginal 
douches. At one extreme one finds women who 
take a douche every day except during menstrua- 
tion, in the belief that it is a cleansing process 
equivalent to brushing the teeth. At the other ex- 
treme are women who never take a douche, not 
even after sexual intercourse. In between are 
women who take douches after coitus, after the 


menstrual flow is over, and on special occasions. 

The consensus among specialists, however, is that 
women who have a normal qualitative and quanti- 
tative secretion should not take douches except 
after intercourse or following menstruation, and at 
this time only to accomplish mechanical cleansing 
of the vagina. 


Banthine for Peptic Ulcer 


Q. How is Banthine used for the treatment of peptic ulcer, and 
what is its value? 

A. In the New Orleans Medical and Surgical 
Journal, for March, 1951, G. E. McHardy, D. C. 
Browne, E. E. Edwards, and others reported on the 
use of Banthine as given to 162 patients. Most of 
them had uncomplicated duodenal ulcers. Usually 
the drug was given at 6-hour intervals on a sched- 
ule somewhat as follows: 6:00 a.m., 100 mg.; noon, 
50 mg; 6 p.m., 50 mg.; midnight, 100 mg. 
Usually the drug gave relief. It lowered gastric 
acidity and quieted the gastric muscle. After a good 
result was obtained, the dosage was cut in half. 
This maintenance dose was kept up for a time in 
order to prevent a recurrence. 

With this schedule, 136 patients were relieved 
of pain, usually within two days; 11 got no relief; 
and 3 patients had complications which caused 
them to do badly. In all but 7 out of 116 cases, 
night pain was relieved. Nausea and vomiting were 
relieved in practically all patients who had suf- 
fered from these symptoms. Heartburn, suffered by 
32 patients, was not helped, and in 54 persons the 
drug seemed to bring on heartburn. As Alvarez 
once showed, heartburn and ulcer are not related, 
even when found in one and the same patient. 
The mechanisms must be different. 

In some cases there was a disturbing drying-up 
of the saliva. In 8 cases there was mydriasis; in 13 
there was difficulty in urinating; and in 102 there 
was difficulty in defecating. In 6 there was mild 
vertigo and weakness. In only one case was there a 
curare-like reaction. 

These results are especially striking in view of 
the fact that the patients had no supplemental diet 
or medication aside from the Banthine. It is em- 
phasized, however, that, while very helpful, Ban- 
thine is not the complete answer to the treatment 
of ulcer. 

Some other workers with the drug are not so 
enthusiastic as were McHardy and his colleagues. 
A few gastroenterologists doubt if Banthine is much 
more effective than a tincture of belladonna. 
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Tuberculosis Adenitis 


Q. What real danger, if any, is there of a tuberculous adenitis 
becoming a generalized tuberculosis, an acute miliary tuber- 
culosis or an active condition in the lungs? 


A. Tuberculous disease of the lymph nodes is 
not usually a source of generalized tuberculosis. 
However, the infection of the lymph nodes may, 
in some cases, be due to previous dissemination by 
way of the blood stream. The original primary 
lesion is found most often in the lung; the blood 
stream infection may occur at this point. As an ac- 
companiment of the primary lesion, the tracheo- 
bronchial lymph nodes may also be infected, and 
in some cases lymphatic extension to the blood 
stream may follow. Tuberculosis of the lymph 
nodes in a child or other young person should lead 
to suspicion of primary pulmonary lesions which 
may or may not be of sufficient size to be demon- 
strable. The case should be closely observed and 
should be treated with consideration of the possi- 
bility that pulmonary disease later may become pro- 
gressive. 


Dermatitis with Pruritus and Scaling 


Q. | have a Negro male patient, age 32, with marked derma- 
titis characterized by severe pruritus and scaling. It is gener- 
alized. Most of the black pigment in the skin is lost. Blood 
chemistries are negative, and serology is negative. What is the 
treatment for this patient? 


A. Generalized dermatitis with scaling is de- 
scribed by textbooks as “exfoliative dermatitis.” 
The causes (Sutton and Sutton: Handbook of Dis- 
eases of the Skin) include contactants; medicines, 
such as sulfonamides, penicillin, arsphenamines, 
bacteria, especially Staphylococci (infectious ecze- 
matoid dermatitis); fungi, although in the United 
States this is unlikely; atopic disease; universal 
psoriasis; lichen planus; seborrheic dermatitis; pem- 
phigus, which is usually a wet, not a dry exfolia- 
tion; lymphoblastoma of some sort, such as Hodg- 
kins’ disease in the skin, leukemia, or mycosis 
fungoides; or any combination of these causes. 

Such a patient requires hospitalization, possibly 
for several months. Focal infection should be 
sought out and eliminated. High protein, optimal 
nutrition should be achieved. Contact should be 
limited solely to cotton, linen, water, and appro- 
priate medication. One might use aluminum ace- 
tate baths, one tablespoonful to the tub of tepid 
water, 30 minutes twice a day. One might pre- 
scribe inunctions with 3 per cent Vioform ointment 
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mixed with an equal amount of petrolatum to di- 
lute it, or one might try 1 per cent coal tar oint- 
ment. Sedation could probably be accomplished 
with aspirin and Sodium Amytal. One might try 
penicillin, 300,000 units in aqueous solution daily, 
for ten days or more. Cortisone by mouth in a dose 
of 25 mg. four times a day probably would be 
highly beneficial while it was being given. 

Exfoliative dermatitis is often extremely chal- 
lenging even to the expert in dermatology, and 
even when the patient is co-operative and has 
ample economic means. 


Treatment of Thrombophlebitis 


Q. | have a stout woman of 45, who, after a hysterectomy, has 
developed thrombophlebitis of the left leg and thigh. What is 
the accepted treatment today? 


A. Usually physicians apply hot fomentations 
over the leg and thigh, although there is no evi- 
dence that this has any beneficial effect. It is a 
time-honored procedure, and probably does no 
harm. Perhaps it brings increased comfort. The 
extremity should, of course, be raised on cushions. 
This will help in clearing away the edema. 

There is some evidence that the giving of Di- 
cumarol will help. Usually this drug is not given 
until after the third or fourth postoperative day 
unless it was given before the operation. The dose 
will have to be adjusted, depending on what hap- 
pens to the prothrombin time. 

One method for regulating the dose of Dicumarol 
is to try to keep the prothrombin time between two 
and two and one-half times the normal for the par- 
ticular laboratory. This indicates a prothrombin ac- 
tivity of between 15 and 20 per cent of normal. 

Normal prothrombin times vary through a range 
of only two or three seconds when done accurately 
in a good laboratory using a thromboplastin of 
constant potency. With Difco thromboplastin the 
normal is usually between 11 and 13 seconds. With 
Maltine thromboplastin it runs from 14 to 16 sec- 
onds. And with the thromboplastin which is pre- 
pared at the Mayo Clinic it runs between 18 and 
20 seconds. 

In cases of acute postoperative iliofemoral throm- 
bophlebitis, most experts start treatment with an 
anticoagulant immediately, giving 300 mg. of Di- 
cumarol on the first day and usually 100 mg. on 
the second day. Usually 50 mg. of heparin are 
given intravenously every four hours until the pro- 
thrombin time is between two and two and one- 
half times normal. This heparin treatment is usual- 
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ly kept up for 48 hours. After that, Dicumarol is 
given until the patient is dismissed from the hos- 
pital, usually in two or three weeks after the onset 
of the thrombophlebitis. It is given until the pa- 
tient has been up and around for several days with 
an adequate elastic support on the leg. The Di- 
cumarol is given in doses of from 50 to 100 mg. a 
day, depending upon the response, as indicated by 
the daily determinations of the prothrombin time. 
If, as rarely happens, some bleeding should develop, 
the effect of the Dicumarol can be stopped within 
24 hours by giving repeated intravenous injections 
of rather large doses of vitamin K. 

After the patient has been discharged from the 
hospital, it is important that the use of an elastic 
stocking (knee-length) or similar adequate support 
be continued. It can be abandoned when the pa- 
tient no longer develops edema in the affected ex- 
tremity after going without the support for a day. 


Determination of “True Blood Sugar” 


Q. Please di the methods and value of determining “true 
blood sugar.” It is difficult to find the methods of determining 
“true blood sugar” values in the ordinary laboratory texts. 


A. There are in the blood certain reducing sub- 
stances capable of affecting reduction methods 
utilized in the estimation of blood glucose. These 
substances reside chiefly in the red cells and, ac- 
cording to Somogyi, are principally thioneine and 
glutathione. About one-half of these materials are 
nitrogenous and may therefore be precipitated with 
proteins. Saccharides, either ingested or occurring 
as the result of abnormal physiology, may alter the 
blood sugar level. These are not removed by the 
same methods by which nonglucose reducing sub- 
stances are removed. It is not possible by any of 
the clinically practical procedures to determine 
“true” blood glucose, but some methods approach 
it closely. Most authors state that the nonglucose 
reducing substances, present in amounts equiva- 
lent to 15 to 30 mg. of glucose per 100 cc. of blood, 
do not vary greatly and their presence therefore 
does not influence significantly the blood sugar 
values in which they are included. The methods 
of Benedict include probably less than 10 mg. per 
cent of nonglucose reducing substances in the final 
reading. By these improved methods, normal values 
are 70 to 100 mg. per 100 ml. of blood. It is proba- 
bly of greater significance that the older method 
of Folin-Wu yields results which are too high in 
high values and too low in low blood glucose read- 
ings. 


The following texts describe modification of 
Benedict's (1931) method for colorimetric, photo- 
metric, and micro techniques: Practical Physiologic 
Chemistry, Hawk & Summerson, (Blakiston 1947); 
Clinical Diagnosis by Laboratory Methods, Todd 
& Sanford, (Saunders 1948); Clinical Laboratory 
Diagnosis, Levinson & MacFate, (Lea & Febiger 
1946). 

The subject is more fully discussed in: Clinical 
Chemistry, Cantarow and Trumper, (Saunders 
1949); Quantitative Clinical Chemistry, P. 159, 
Peters & Van Slyke, (Williams & Wilkins 1950). 


Administration of Spinal Anesthesia 


Q. Is it safe for the general practitioner to administer a spinal 
anesthetic and at the same time assume the obstetric duties of 
delivery, in the absence of a trained anesthetist? Is the above 
procedure accepted as good obstetric procedure or anesthesi- 
ologic practice? 

A. All those reporting experience with spinal 
anesthesia in obstetrics have either been trained 
anesthetists themselves or have had the presence 
of a trained nurse anesthetist to stand by during 
the delivery. All of the hospitals with which I am 
familiar provide the presence of a nurse anesthetist 
as an integral part of the delivery room charge. 
This may differ in other parts of the country but 
it seems to be a feature favoring the highest type 
of care and attention to the patient. 

So far, spinal anesthesia has been very safe for 
use in obstetrics, and the absence of accidents and 
complications attests to the great care and extreme 
caution of those who have introduced this type of 
anesthesia to the field of obstetrics. If this safety 
record is to be continued, those who follow must 
maintain these high standards. The presence of one . 
trained in anesthesia who can administer oxygen, 
other anesthetic agents, resuscitation, or other med- 
ications during the time that the physician is occu- 
pied with the actual process of delivery, seems to 
be one of these cautions. Good obstetrics and an- 
esthetic procedure would indicate this as accepted 
procedure. 


Trichinosis During Pregnancy 


Q. A woman, five months pregnant, at present has trichinosis. 
What method of delivery should be used? At term? 

A. There is no reason for varying the obstetric 
indications for delivery in this woman because of 
trichinosis. She should be delivered at term, vagi- 
nally. 
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Business and Economics 


THE DOCTOR AND CIVILIAN DEFENSE 


IN EVACUATION AREAS 


BY AGNEW R. EWING, M.D. 


West Grove, Pennsylvania 


To THE already overworked and busy physician is 
going to fall much of the basic planning for civil 
defense. This is true for three reasons: (1) The 
medical phase of civil defense, we are told, will 
receive top priority; (2) The anticipated casualties 
would number such that medical facilities of every 
variety must be exceedingly numerous; and (3) 
Only physicians are qualified to plan their own 
particular part in this defense plan. 

An over-all look at the medical problems in- 
volved must make one realize that for civil defense 
purposes, the country must be roughly divided into 
three areas: (1) The possible target areas; (2) the 
counties immediately surrounding the major target 
areas which would become evacuation areas; and 
(3) the counties at a distance from the target area, 
from which medical personnel and help must be 
drawn to supply the needs of the evacuation area, 
if they are to do their job. For the purpose of this 
article, we will call this area the auxiliary area. In 
target areas the medical set-up will no doubt be 
strictly emergency, i.e., of a first-aid type. Litter 
bearers and rescue workers will be most important 
here. However, those able to move and having the 
means to do so will rapidly evacuate the stricken 
area and move into the relative safety of the sur- 
rounding countryside, i.e., the counties surround- 
ing the target area, and it will be here that definite 
treatment can be given. In the evacuation area, 
therefore, numerous medical installations must be 
planned for, and the auxiliary area (those coun- 
ties outside the target and evacuation area) should 
be so organized that they could rush immediate 
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help to supplement the organization and plans of 
those physicians in the evacuation area (who will 
need all additional help possible if their plans are 
to function). 

One source of medical personnel must not be 
overlooked in this planning. If attack of a poten- 
tial enemy were to occur in the daytime when most 
of the staffs of our major hospitals were busy in 
these institutions, then hospitals and staffs in many 
areas would both, probably, be rendered useless. 
However, many staff members have their homes in 
the suburbs, and if the attack were to occur at 
night when they were at home, they would be 
spared to assist in treating the casualties, without, 
however, having any place in which to work. Some 
plan must be devised, therefore, to register these 
personnel in the area in which they live or at state 
headquarters, so that they could be given an as- 
signment in the evacuation area in installations set 
up there with skeleton staffs. 

Surgeons, eye specialists, and similar specialist 
groups will no doubt, in most cases, function in 
their trained specialty in the event of an attack, 
taking assignments already planned for in various 
medical installations. 

What this article is primarily concerned with is 
the task that will be assigned to those various physi- 
cians in the evacuation area who will be asked to 
act as co-ordinators of the medical section of civil 
defense for their particular district. These men 
will be asked to plan for and be able to set up 
some medical installations within their area (which 
area may include anywhere from one small city 
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with surrounding townships to a rural area in- 
cluding only one or two small towns and several 
townships). All of these particular type areas may 
be located within only a few short miles of a pos- 
sible target area. In both instances, the medical 
co-ordinator will be expected to lay plans that 
will take care of the greatest possible number of 
casualties that may come into his district. He will 
be expected to co-ordinate his plans with those 
of the other phases of civil defense, i.e., shelter, 
transportation, etc. In fact, many of these tie in 
so closely with the medical, that they must wait 
for the medical plans before they can complete 
their own. 

This is the problem which confronts many physi- 
cians who have been appointed as co-ordinators. If 
suddenly called upon to provide medical assist- 
ance to a stricken and confused district, the neg- 
lect of a solution or inadequate planning may cause 
a wrathful censure to fall upon the profession 
from which it could never recover. I honestly be- 
lieve that the other branches of civil defense are 
waiting for, and looking for, the medical section 


Basic Personnel for Each Casualty Clearing Station 


to take the lead, and break the present log-jam 
of public apathy. 


Where to Start? 


The big problem seems to be—where to start? 
The best starting point would seem to be that point 
where the co-ordinator can begin to unload some 
of his terrific responsibilities onto the shoulders 
of others. 

The ratio of physicians to the population and 
especially to the number of casualties that might 
be anticipated is so small that every opportunity 
must be made to enlist lay help and support, and 
this applies not only to the fields of first aiders, 
home nurses, etc., but to the administration and 
direction of the medical effort. Without help other 
than that of physicians in these administrative posi- 
tions, the job cannot be done. 

If the co-ordinator is to have more than one in- 
stallation, he must have a headquarters or control 
point from which all his activities can be co-ordi- 
nated. This should be a building central to what- 


TRAINING 


Nurses to be organized by chief nurse of 
division. Training to be given in lect 


PERSONNEL 


DAY 


alD STATION CHIEF—One M.D. for each installation. 
bi and 


for org 


promptly if disaster strikes. 

PHYSICIANS—These listed will be ideal but 
most stations will have to do with less 
until M.D.’s are flown in. 

DENTISTS will assist chief in organizing sta- 
tion. Do emergency dental work. Assist 
M.D.’s. 

NURSES will administer hypos and direct all 


demonstrations, etc., by doctors in the 
division. 


To be trained by the Red Cross. All should 
have standard and when possible ad- 
vanced first aid courses. Qualified women 
as well as men will be used. 


Should have the same training as aid 
men, plus training by the evacuation offi- 
cer. Women may be called on to do a 
great part of this work. 


To be trained by women’s division of civil 
defense. 


To be trained by the communication divi- 
sion of civil defense. 


PF 


TECHNICIANS for administration of plasma, 
blood, etc. 

AID MEN to aid with splinting, bandaging, 
transportation, etc. 


SUPPLIES to requisition and secure necessary 
medical supplies, etc. 

AMBULANCE DRIVERS to transport patients 
to and from aid station; station wagons, 
panel trucks, etc., as ambulances. 


CHAPLAINS to serve as morale officers, ad- 
minister to the injured and dying. 

CARPENTERS to improvise equipment, i.e., 
hangers for 
clothes, make splints, etc. 

RECORDERS to register name, address, rela- 
tions, emergency treatment, place, shipped 
to, etc. 

KITCHEN to feed all patients and aid sta- 
tion personnel. 


COMMUNICATIONS to keep in constant con- 
tact with control center, deliver and send 
messages, etc. 


of his station. Should know his personnel. Make sure 
they are properly trained. List them with telephone numbers and be able to assemble them 


NOTE 


1 charge shock No increase 1 charge shock 
1 charge burns up to 120 1 charge burns 
One No increase One 
up to 120 
head nurse Assistant head 
nurse 
4 nurses For 40 pts. 4 nurses 
1 chief 1 assistant 
2 helpers For 40 pts. 2 helpers 
1 chief 1 chief 
10 aid men 10 aid men 
(one team) For 40 pts. (one team) 
1 supply officer 1 assistant 
2 helpers For 40 pts. 2 helpers 
2 drivers For 40 pts. 2 drivers 
2 assistants For 40 pts. 2 assistants ‘ 
One No increase One 
up to 120 
One One é 
plasma bottles, boxes for 1 helper For 40 pts. 1 helper 
1 chief 1 assistant 
2 helpers For 40 pts. 2 helpers 
1 dietitian 1 assistant 
1 cook For 40 pts. 1 cook 
2 helpers For 40 pts. 2 helpers 
2 servers For 40 pts. 2 servers 
Three No increase Three 
up to 120 
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ever installations are planned and having the bene- 
fit of heat, light, toilets, and telephone facilities. 
A local business man who employs stenographers 
can be deputized in the event of an alert to move 
his staff and typewriters to this control point. These 
will be able to keep his records and send reports to 
higher headquarters. It would seem advisable to 
appoint two good business heads to serve as admin- 
istrative directors (in charge of administrative prob- 
lems, one night and one day), i. e., supply, trans- 
portation (ground and air), and two personnel di- 
rectors in charge of personnel, i. e., nurses, home 
nurses, first aiders, technicians, carpenters, etc. The 
above personnel should stay at the control center 
at all times. One or two persons should be placed 
in charge of each branch of personnel. These peo- 
ple should keep up-to-date lists with the telephone 
numbers, etc., of all the trained personnel in the 
district, i. e., nurses, first aiders, etc. On the sound- 
ing of an alert, these people should report immedi- 
ately to the control center with their lists which 
will then be made available to the personnel direc- 
tors. They (those in charge of each personnel di- 


MEDICAL CONTROL POINT FOR DISTRICT 


Name of Place Chosen 


STATIONARY PERSONNEL 


2 
2 
2 


MOBILE PERSONNEL 


1 
2 

: 2 

2 

In charge of mass first aid training ............-.- 1 
2 

2 

2 

2 

2 

2 


(Two people must be chosen for each position so that 
services can be kept on a round-the-clock basis.) 


vision, nurses, supply, etc.) will then become mo- 
bile personnel traveling from one installation to an- 
other to determine what the needs may be in their 
particular field and how they can best be remedied. 
All this will take a terrific load off the doctor’s 
shoulders and free him to do more of the actual 
directing and organizing of his area. 


Casualty Clearing Station 


The basic medical installation at the scene of 
disaster will, of course, be the aid station with its 
facilities for evacuation, litter bearers, rescue teams, 
etc. 

In the evacuation area, the basic installation must 
be a modified aid station, or a Casualty Clearing 
Station. Not having identical personnel or training, 
it will not function exactly as its counterpart in the 
military services. To be valuable, there must be 
enough of them so that casualties can be given some 
supportive treatment as close to the scene of the 
tragedy as possible. Consequently, as many as pos- 
sible of these installations should be set up. They 
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should not be considered as hospitals, but merely 
places where supportive treatment can be given to 
get the patient into a shelter, or where the patient 
can be kept in good enough condition to be moved 
to shelters or transported on to base or emergency 
hospitals for definitive treatment. In these installa- 
tions, such conditions as shock, burns, fractures, 
etc., may be given initial treatment. (A suggested 
personnel plan for these casualty aid stations and 
a plan for a control center accompany this article.) 
The co-ordinator can further reduce his load by 
assigning doctors in his district to organize these 
casualty clearing stations. 

These doctors can request the help of the various 
members of the control center in organizing their 
stations. The person in charge of first aiders should 
be able to help the doctors in organizing their first- 
aid teams. If there are not sufficient trainers availa- 
ble, the job of training these individuals can be 
given to the persons in charge of mass first-aid 
training (these persons should be closely allied with 
the American Red Cross which has assumed the 
responsibility for all first-aid training in the coun- 
try). The person in charge of nurses should list 
not only those actively engaged in nursing, but all 
individuals in the area who can sign R.N. after 
their names. Practical nurses as well should also be 
listed. The same thorough tabulation should be 
made of all types of personnel that will function 
in your medical installations. 

Further planning should involve setting up any 
hospitals that exist in the area on an emergency 


basis (i. e., with surgical teams, etc., prepared to 
function around the clock and all branches of per- 
sonnel so organized that the hospital functions the 
same at night as it does during the day). 

If emergency hospitals are planned for in the 
district, the tables of organization and tables of 
equipment of Army medical installations would 
provide information for what is needed in almost 
any size installation. 

As more and more people are drawn into the 
planning and given definite assignments, the more 
enthusiasm there will be for first-aid courses and 
other phases of training. The people will then feel 
they have a very definite job to do. As interest de- 
velops, many now apathetic will feel they might be 
left out if they do not join with their friends. It 
has been an interesting observation that many peo- 
ple who complete courses in first aid, home nurs- 
ing, or some similar service, sense some relief from 
the subconscious fear that seems to be gripping 
almost everyone today. Is this fear not partially 
based on the fact that most individuals who are not 
prepared and perhaps assigned some civil defense 
responsibility feel a certain sense of helplessness, 
and feel that in the event of a national disaster, 
they would only add their confusion to the sum 
total? I think that as soon as people can be trained 
and given definite civil defense positions that they 
will feel capable of functioning in a useful man- 
ner, and will have a much finer psychologic ap- 
proach to our tremendous national problem. From 
then on, our job will bea great deal easier. 


ECONOMIES OF THE CO-INSURANCE CLAUSE 


BY JAMES G. VINEYARD 


Tue term “Co-insurance,” or “Contribution Clause” 
as it is officially called in many states, as used in 
building and contents Fire Insurance Contracts 
and Sprinkler Leakage protection contracts has led 
to some misunderstanding on the part of assureds 
and the general public. The name itself is in a 
way a misnomer. A 90 per cent Co-insurance Clause 
does not mean that the insurance company will 
pay only 90 per cent of the loss. 

The purpose of a Co-insurance Clause is to give 
the assured who desires to insure his property to 
its full value or a percentage thereof Cusually 80 
to 90 per cent) a substantial credit on the insur- 


ance premium charged. Thus the “Co-insurance” 
Clause could be called the reduced premium 
clause. 

It is optional with the insured whether to elect 
to accept a building or contents Fire Insurance 
policy containing a Co-insurance Clause or not. 

If he elects to accept the co-insurance feature of 
the contract, then, in Missouri, reduction in cost 
of the premium he pays for fire insurance portion 
of his contract can be as much as 73 per cent Cin 
the case of insurance on a fireproof building) and 
as little as 10 per cent Cin the case of the con- 
tents of a frame building). The amount of the re- 
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duction in premium cost also depends upon 
whether he elects to take the 80 or 90 per cent 
Co-insurance Clause, and will vary somewhat de- 
pending upon the state in which the risk is located. 

The election to accept a Co-insurance Clause 
also materially reduces the cost of the extended 
coverage endorsement (the perils of windstorm, 
hail, explosion and other items). For example, if 
a contract protecting the contents of a fireproof 
building contains an 80 per cent Co-insurance 
Clause, then, in Missouri, the cost of the extended 
coverage endorsement to that contract is less than 
one-tenth of what it would be if no Co-insurance 
Clause were contained in the contract. 

On the other side of the ledger, certain results 
naturally follow from the assured’s decision to ac- 
cept the co-insurance: 

1. So long as he maintains insurance up to the 
agreed percentage of the actual cash values of the 
property at the time of the loss, the carrier Cinsur- 
ance company) will pay the assured for such loss 
in full up to the face value of the insurance then 
in force, just as if there were no reduced rate 
clause in the insurance contract. 

2. But if the assured does not carry an amount 
of insurance at least equal to the agreed percent- 
age of the value of the property, the assured must 
stand a part of such loss himself. 

Now to demonstrate how this works in practice. 

Let us assume that the assured, a physician, 
leases a brick building in Kansas City, Missouri, 
and equips it as a complete doctor's clinic. Assume 
further that his furniture, fixtures, x-ray machines, 
instruments, and all other contents of the clinic 
have an actual cash value of $50,000 which the 
assured desires to insure against loss by fire and 
the perils lumped together as extended coverage. 
Let us further assume the fire insurance rate is 
$1.00 per $100 of value per year and the extended 
coverage rate is $0.24 per $100 of value per year. 
He decides to purchase insurance on an annual 
basis and obtain a reduced rate by accepting a 90 


COST OF GOVERNMENT CAN BE REDUCED 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. 


per cent Co-insurance Clause. In compliance with 
his agreement he purchases insurance up to 90 
per cent of his value or a contract for $45,000 of 
insurance. 

A. His fire insurance premium credit is 20 per 
cent. Therefore this part of this protection costs 
him $360 instead of $450. 

B. His extended coverage endorsement rate is 
only .096 per $100 of insurance as against a rate 
of .24 per hundred. Thus his premium on this 
protection is only $43.20 as against an annual 
premium of $108. 

The total annual premium saving resulting from 
his acceptance of the 90 per cent Co-insurance 
Clause is $154.80. 

Now, since he is carrying $45,000 or 90 per 
cent of the value of his contents, he will suffer no 
penalty in loss adjustment in the event a partial 
or total loss occurs, and the insurance company 
will pay him in full for any such loss up to 
$45,000, the face value of his contract. The as- 
sured has fully performed his part of the bargain 
by carrying insurance up to 90 per cent of the 
value of the contents of his establishment. 

Now let us assume our assured carries and pays 
for only $30,000 of insurance. In this event, he 
gets the benefit of the reduced insurance rate for 
the insurance he carries but in the event of loss 
he would recover from the companies only 
30/45ths of the loss. Thus if he sustained $10,000 
loss, he would be paid $6,667. He would have to 
dig into hisown pocket for the other $3,333. To 
that extent he could be called a co-insurer of his 
own property. 

If the partial loss was $3,000, he would receive 
30/45ths or $2,000. 

If the partial loss was $45,000, then he would 
receive 30/45ths or $30,000, the full amount of the 
insurance he carries. 

This above explanation is quite elementary and 
if understood by insurance buyers would prevent 
any friction in adjustment after a loss occurs. 


Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something 
about it! The Hoover Commission found, for example, that: 


Twelve different government agencies are engaged in home and community planning. 
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DOCTORS AND THE FEDERAL MEDICAL SYSTEM— 


THE FINDINGS 


BY ROBERT COLLIER PAGE, M.D. 


Tue conditions of inefficiency and waste in the 
government’s medical services, as disclosed in the 
Medical Activities report of the bipartisan Hoover 
Commission, are astonishing, especially to doctors. 
But still more astonishing is the fact that very little, 
if anything, has been done about them. 

For two years, legislation intended to correct con- 
ditions in the thirty-five government medical agen- 
cies has lain on the desks of members of Congress. 
The delay in calling these bills up for action is 
regrettable in these days of national emergency, 
when the needs of the armed services and of the 
civilian population demand the most effective use 
of the nation’s medical manpower and facilities. 
It is of the greatest importance that members of 
the medical profession inform themselves and make 
their opinions known on this question which so 
vitally affects their calling. 

The report of the Hoover Commission was based 
upon the results of a two-year survey of govern- 
ment medical activities by a “task force” of seven- 
teen experts, seven of whom were doctors and most 
of the others authorities on hospital procedure. In 
its report to the Commission, the task force stated: 


For the faults which we have found, we blame 
principally the competitive organizational climate in 
which the various agencies have striven to maintain 
themselves, rather than the agencies themselves. 

This enormous and expanding enterprise is devoid 
of any central plan. Four large and various smaller 
agencies obtain funds and build hospitals, each to care 
for its own clientele. They compete with each other 
for scarce personnel. Generally, none of them consid- 
ers the facilities or the needs of the others. No one 
has responsibility for any over-all plan. There is not 
even any clear definition of certain classes of bene- 
ficiaries for whom care is to be planned. 

The government is moving into uncalculated obli- 
gations without an understanding of their ultimate 
cost, the lack of professional manpower available to 
discharge them, or the adverse effect upon the hospital 
system of the country. 

In general, in Federal Medical Services, the author- 
ity of the professional medical personnel is limited and 
actually subordinate to that of the nonmedical per- 
sonnel. 

In the Veterans Administration, lay control by the 
Administrator includes decision, not only of what hos- 


This is the second of a series of three 
articles on federal medical services 
by Dr. Page, who is Chairman of the 
nation-wide Doctors Committee for Im- 
proved Federal Medical Services. The 
third article will appear in the De- 
cember issue. 

The author received his medical de- 
gree from Northwestern University 
and in 1939 joined the Standard Oil 
Company of New Jersey. He served 

as Command Surgeon with the First Air Commando 

Force in the Burma invasion, and at the conclusion 

of the war, with the rank of Lieutenant Colonel, he 

was serving as Chief of Professional Services for the 

Personnel Distribution Command. In 1946 he was 

made co-ordinating head of medical service of Jer- 

sey Standard. Dr. Page is a Diplomate of the Ameri- 
_can Board of Internal Medicine, Fellow of the 
American College of Physicians, and director of the 
American Association of Industrial Physicians and 
Surgeons. He is Associate Clinical Professor of In- 
dustrial Medicine at N.Y.U. 


pitals will be built, but also of the location. Both of 
these matters should be initiated and finally decided 
by the highest medical authority in the agency. 

The purchase of purely medical items, which we 
may describe loosely as those used to treat patients, 
is a technical function requiring extensive professional 
knowledge and continuing adaptation to the changing 
techniques of the medical profession. This principle 
is violated in the Veterans Administration in which 
the supply service is on an equal basis with, and wholly 
independent of, the Department of Medicine and 
Surgery. 

These comments may be found in Appendix O, 
Federal Medical Service, published by the Hoover 
Commission. 

The survey by the task force uncovered incredi- 
ble examples of confusion and ineptitude in gov- 
ernment medical affairs. Following are a few ex- 
amples from the records of the Research Depart- 
ment of the citizens committee for the Hoover Re- 


port. 
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More than two-thirds of the cases in Veterans 
Administration hospitals have nonservice connected 
injuries or illnesses. Out of 103,576 cases, 67,769 
were of this category, and only 35,807 had wartime 
disabilities. 

According to the Hoover Commission, four Army 
and Air Force hospitals in the New York area alone 
might well be closed, with a consequent 80 per 
cent reduction in medical personnel. 

In the Los Angeles area, five hospitals, or about 30 
per cent of the total capacity in twelve federal hos- 
pitals, could be done away with, while in the San 
Diego area it was held that two or three hospitals 
> could do the work of ten. 

The Veterans Administration had an excess of 
voluminous printed instructions on internal meth- 
ods and procedures which defy intelligent execu- 
tion. It published 88 different manuals, 665 varie- 
ties of technical bulletins, and over 400 circulars 
of various kinds. The Veterans Administration ex- 
panded 9 pages of Public Law into 994 pages of 
“explanation.” To cut this red tape, a thorough re- 
organization of the Veterans Administration was 
advocated. 

While there may have been some change in the 
situation, the alarming thing is that such conditions 
have been permitted to exist at all. 

The unification of the armed services has helped 
governmental medical services somewhat. It is pav- 
ing the way for a more standardized and conse- 
quently more efficient and economical approach to 
the multitudinous commitments that the govern- 
ment already has in the field of medicine. Under a 
directive of the Department of Defense, “any mem- 
ber of the Army, Navy or Air Force may be ad- 
mitted to the nearest military hospital regardless of 
the service which operates it” as stated in the An- 
nual Report of the Armed Forces Medical Policy 
Council to the Secretary of Defense. Acting under 
the authority of the Secretary of Defense, the 
Armed Forces Medical Policy Council in 1950, 
created under the National Security Act, put into 
effect a unification of the medical services of the 
three branches of the Armed Forces in Korea. This 
policy has extended even to the Veterans Adminis- 
tration hospitals. In the period from February to 
June Cinclusive) of this year, 1,512 casualties from 
the Korean Theatre were transported to the United 
States and placed in Veterans Administration hos- 
pitals here. 

In response to many statements which have ap- 
peared from time to time in the public press by 
Rusk, Meiling, and others, extolling the many im- 
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provements of military medical services (June 17 
and July 22, 1951, editions of The New York 
Times), Dr. A. R. Koontz, in his personal corre- 
spondence, has stated the following: 


As to statements that our wounded are being taken 
care of in the Korean War better than ever before in 
our history, medical officers returning from Korea, who 
have been handling our wounded there, give a some- 
what different picture. These officers report that we do 
not have the number of sufficiently trained men to 
take care of these casualties properly, and that the men 
who are handling the casualties without sufficient 
training, have no one to turn to for help when they 
need it. They say that requests for consultants have 
been turned down by local higher authority (in Korea 
—the Eighth Army Surgeon). I am reliably informed 
that no neuro-surgeon even got so far as Japan until 
September. If this is true, it is obvious that our neuro- 
logical casualties could not have been handled properly. 

This is not written as a criticism of the Surgeon 
General’s Office. On the contrary, it is written to show 
the handicaps under which the Surgeon General 
works, in his responsibility for the care of casualties 
in wartime, under the present Army organizational 
set-up. The Surgeon General has no real control over 
what goes on medically in any theatre of war. Often 
theatre commancers select their theatre surgeons be- 
cause they happen to like them personally and re- 
gardless of whether they have any qualifications for 
the job or not. Theatre commanders seldom know 
enough about the technical problems involved to be 
able to judge the professional qualifications of the 
Surgeon. 


Criticism of Government inefficiency in other 
areas of federal medicine than the military have 
come from doctors in all parts of the country. Here 
are a few excerpts from their letters—— 

Dr. Jim C. Barnett, Hazlehurst, Mississippi: 
“Trained in the Veterans Administration and the 
Navy, I know the waste of medical man-power in 
federal services.” 

Dr. Charles Edward Harold Bates, San Fran- 
cisco, California: “About 80 per cent of the beds 
at Fort Miley, San Francisco, are filled with non- 
service connected disabilities. Most of these patients 
could, and should pay for private care. Veterans 
medicine has become a political joke.” 

Dr. Anthony J. Cummings, Scranton, Pennsyl- 
vania: “As a former member of two hospital staffs, 
I can see room for great improvement.” 

Dr. H. Verrill Findlay, Santa Barbara, Califor- 
nia: “Clear the non-service disabled patients out 
of the Veterans hospitals.” 

Dr. Clayton Prater Wangeman, Seattle, Wash- 
ington: “I believe physicians should resign their 


consultantships for the Veterans Administration 
until the Administration listens to the doctors.” 

Dr. W. Ray Hill, Milford, Nebraska: “Keep 
Uncle Sam out of medicine as much as possible.” 

Dr. Carl K. Kaufman, Las Vegas, Nevada: “I 
just had a patient who was awarded a ten per cent 
disability for a contact dermatitis of the penis due 
to a rubber condom. How ridiculous can they get?” 

Dr. Daniel C. Hackett, Westfield, New Jersey: 
“I spent four years in the U. S. Public Health 
Service. We certainly need better organization and 
efficiency there.” 

Dr. Harrington Bidwell Graham, San Francisco, 
California: “The location of federal hospitals is a 
disgrace and a tragedy, especially in the West.” 

There is another aspect of the unregulated ex- 
pansion of the Federal Medical Services without 
co-ordination. It is the effect it has upon the fed- 
eral operation under the Hill-Burton Act. 

This Act permits the government to assume one- 
third of the expense of constructing or enlarging 
voluntary community hospitals. It is intended to 
assure a nation-wide system of such hospitals for 
the protection of the civilian population and to 
serve as auxiliary to government hospitals in times 
of great emergency. According to Gerald G. Gross 
in Washington Report. on the Medical Sciences, up 
to the end of the 1951 fiscal year, June 30, the gov- 
ernment has approved construction of 1,596 proj 
ects of which 494 are completed, 990 are under 
construction. The total cost to the government is 
$433,978,400. 

Because of the over-all program of hospital con- 
struction, this plan has been interfered with by the 
construction of federal hospitals in the neighbor- 
hood of voluntary hospitals which have in some 
places seriously crippled the staffs of these com- 
munity hospitals because they offer higher pay and 
more security for personnel. 

The accompanying table, from the personal files 
of Dr. Paul B. Magnuson, illustrates the dangers 


Lack of Co-ordination—1949 


Planned VA Hospitals 
BOSTON, 
MASS. 


BROCKTON, 
MASS. 


PHILADELPHIA, 
GMS 500 

ATLANTA, GA. GMS 500 

ANN ARBOR, 

MICH. GMS 500 

LOS ANGELES, 

CALIF. 


Military Hospitals Being Closed 


MURPHY GEN., 
WALTHAM, MASS. 
VALLEY FORGE GEN., 
PHOENIXVILLE, PA. 1,650 “ 
OLIVER GENERAL 
AUGUSTA, GA. 1,500 
PERCY JONES GEN., 
BATTLE CREEK, 
MICH. 1,200 
U. S. NAVAL, 
LONG BEACH, 
CALIF. 


GMS 1,000 BEDS 715 BEDS 


GMS 1,000 “ 


N.P. 1,000 


resulting from a lack of co-ordination between the 
Veterans Administration and the military authori- 
ties. In some sections, big Veterans Administration 
hospitals are going up while nearby military hos- 
pitals are being shut down. 

Not only is there duplication and lack of co- 
ordination in the urban areas, but extreme disloca- 
tion has been found in cases where hospitals were 
built for political considerations. The Miles City, 
Montana, hospital is only one of the many. 

Miles City has a population of 9,184 and, with 
a Public-Health-Service estimated need for hos- 
pitals at 3% beds per thousand people, is already 
well serviced with a hospital GMS of 135 beds. 
There are thirteen doctors in Miles City, of whom 
six would be unable to aid the Veterans Adminis- 
tration hospital. The result is that the new Veterans 
Administration hospital has a layman manager, no 
medical director nor chief of medical services, and 
no patients. Moreover, the location of Miles City 
(350 miles from the nearest railroad division point) 
makes it extremely inconvenient for it to be reached 
by Veterans Administration patients. At $50,000 a 
bed, this is an extraordinary waste. 

Two more striking examples—a big new Vet- 
erans Administration hospital was recently opened 
in West Virginia with great fanfare. At last report, 
it had a staff of two physicians and no patients. 
In Dublin, Georgia, there stands a 1,000-bed hos- 
pital, in which the Veterans Administration is au- 
thorized to staff and use 500 beds. At this time, 
only 300 beds can be used because of the staff 
problem and because transportation facilities to this 
installation were so poor an airfield had to be built 
to bring patients in. The nearest Pullman sleeper 
facilities are 53 miles away at Macon, Georgia. 
These situations were reported by Robert L. L. 
McCormick, Research Director of the Citizens 
Committee for the Hoover Report, before the Sen- 
ate Labor and Public Welfare Subcommittee. 

The government is therefore doing an injury to 
the civilian population and to the medical profes- 
sion by stockpiling doctors in unnecessary institu- 
tions. 

Another disservice results from laxity in the en- 
forcement of law by which many veterans obtain 
admission to government hospitals for free care, 
simply by signing a “paupers’ oath” that they are 
unable to pay. According to Senator Paul H. 
Douglas of Illinois, outstanding exponent of econo- 
my in government, in the September, 1951, issue 
of Coronet, this practice costs the government sev- 
eral hundred millions annually. 
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There is also a subterfuge which is frankly em- 
ployed by the Veterans Administration itself which 
has proved a costly evasion of the law. Under the 
authority of Congress, the Veterans Administration 
was permitted to give care to nonservice-connected 
disabilities, provided accommodations were avail- 
able. According to the report of the Medical Task 
Force, the Veterans Administration has taken ad- 
vantage of this permission by building numerous 
hospitals solely for the care of such patients. Vet- 
erans with service-connected injuries, meanwhile, 
were moved to other hospitals, as admitted by Gen. 
Carl Gray, Administrator of the Veterans Admin- 
istration, before the Senate Labor and Public Wel- 
fare Subcommittee. 

There, in brief, is a picture of the present Fed- 
eral Medical System. All the evidence—the findings 
of the medical experts who have studied the Fed- 
eral Medical System for the bipartisan Hoover 
Commission, the experience of hundreds of private 
physicians and many thousands of veterans who 
have been confined in federal hospitals—points 
strongly to two basic conclusions: 

1. Government medical services, through the 
years, have grown without over-all supervision into 
a confused, extravagant collection of competing 
agencies. They are wasting medical manpower and 
facilities and getting in each other’s way. Another 
is a maldistribution of doctors to the detriment of 
large areas of the population. 

2. This is a doctor’s problem. Every action of 
the government in the area of medicine affects the 


BY RAY E. SMITH 


Wuite editing a newspaper some years ago, I re- 
ceived a blistering letter from a subscriber telling 
me what he thought was wrong with the news- 
paper. Red-faced with anger, I showed the letter to 
the publisher, who gave me advice I have always 
remembered. 

“Don’t get mad,” said the publisher. “Your critic 
may well be your best friend. Give consideration 
to what he says. He may be right.” 

Time and experience have proved the soundness 
of the publisher's advice. Most often one’s critic 
prescribes a pattern whereby one may improve his 
works. 

Is it possible that critics of medicine, are then, 
in reality friends in disguise? Are they uninten- 


GP @ November, 1951 


THE DOCTOR AND HIS CRITIC 


private practitioner in one way or another. Our 
federal government, you will recall, is by far the 
largest single employer of doctors and the biggest 
operator of hospitals in the land. It is required to 
provide some form of free medical care for some 
24 million people at an annual cost of approxi- 
mately $2 billion. These are the facts. Each doctor 
must play a role in reprimanding the government 
for ignoring the needs of the civilian population by 
the wasteful use of medical manpower by building 
more hospitals than it can staff, and allowing lay 
officials to oversee doctors in the purely medical 
functions of the Veterans Administration. 

The present situation calls for action—action by 
doctors. The stark fact is that there is now pending 
before Congress legislation which would set up a 
Federal Department of Health (Bills S. 1140 and 
H. R. 3688 and 3305). In the opinion of many, 
these bills are good ones. They would cure many 
of the evils that presently exist. Others, however, 
feel the bills are not strong enough, that the med- 
ical profession is not adequately protected. 

That something will be done, however, is clear. 
It is also extremely clear that unless the doctors of 
the country make their voices heard in Congress 
some legislation engineered by laymen groups may 
be passed that could have disastrous results for the 
medical profession. Certainly Congress cannot be 
blamed if it is not informed as to how the 
doctors feel about this important legislation. Cer- 
tainly Congress cannot be blamed if medical men 
have not enough self-interest to state their position. 


tionally sounding us a warning to which we should 
at least listen? Maybe we should give a thought to 
what they say. Every person and every profession 
have their faults. Have we the wisdom to rectify 
the shortcomings that our critics are calling to our 
attention? 

A wise merchant does his best to placate a cus- 
tomer, even knowing the customer is wrong. “The 
customer is always right,” he tells his employees. 
The merchant may be forced to take a loss on the 
disputed deal, but he considers the future pur- 
chases of the customer and the attendant profit. 
The settlement is not only good public relations; 
it is good business. It is money in the merchant's 


pocket. 
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THIS article by Ray E. Smith, late Executive Secretary of the 
Indiana State Medical Association, assumes more than ordinary 
importance for the reason that it was completed only shortly 
before his sudden and untimely death on August 4. Ray Smith 
was among the best known and best liked men in America 
following the career of medical administration. Those who 
were privileged to know him well have lost a stimulating col- 
league; Indiana medicine has lost a sincere and conscientious 
advocate. This article, written at the invitation of the managing 
publisher, is rather like a final benediction from Ray Smith to 
the medical men of America whom he so greatly admired.—ED. 


monetary value on his services, it is natural for the 
doctor to place it high. Where is there a salaried 
man who doesn’t think he earns more than he is 
paid? The differential between the doctor's view 
and that of his patient on what is a just fee ac- 
counts for most of the ill feeling. 

Many times physicians unknowingly gain ill will 
of patients. Most patients have a deep sense of 
inferiority in the presence of the superiorly edu- 
cated doctor, and are timid about saying anything. 
After leaving the doctor's office, however, they be- 
come vociferous in damning that physician in par- 


Physicians should exercise the same good judg 
ment as the merchant in handling disputes with 
patients. The patient’s complaint may be unfair 
and unwarranted, but he does not think so. Maybe 
a bit of explaining would help him to understand. 
When such situations arise, the doctor’s diplomacy 
in handling the matter either wins a friend for 
medicine or adds another to its list of enemies. 

The establishment of grievance committees is a 
step in the right direction. It is a sad commentary 
on a proud and noble profession, however, that a 
disciplinary agency is necessary within its organi- 
zation. But grievance committees, if they are given 
the power of censor and use it, show that medicine 
is trying to sweep its own dirt out of its own house. 
That is better than having the neighbors—or the 
government—come in and do it. 

The pocketbook seems to be the most tender 
part of the human anatomy, and most of the critics 
claim that doctors are too rough with it. This may 


well be true. Having the privilege of placing a 


ticular and the profession in general, and may even 
write a letter to the newspaper. As the resentment 
festers in the mind of the patient, it becomes more 
inflamed. By inviting views of a patient, and reach- 
ing a satisfactory agreement, physicians can prevent 
this type of criticism. 

The average individual comes in contact with 
but few physicians during his lifetime. When he 
does, it usually is when frightened and upset. He 
forms his opinion of the entire medical profession 
by how he is treated. The importance of satisfac- 
tory physician-patient relations, therefore, cannot 
be overemphasized. The sum total of patient re- 
actions to the hundreds of thousands of daily doctor- 
patient contacts adds up to what is known as Pub- 
lic Opinion. “Without it,” said Abraham Lincoln, 
“nothing can succeed. With public sentiment, 
nothing can fail.” 

No profession or business can long survive with- 
out having public approval. If medicine ever needed 
friends, it needs them now. It’s time now for medi- 
cine to harken to the voice of the critic. Next year 
may be too late. 

If private medicine should ever go down the 
socialistic drain, may God have pity upon America! 


“How does that go, Dr. Wingate—starve a cold and feed a fever?—or is it feed a cold—?” 
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BY CHARLES E. NYBERG 


How much should your operation cost? A good 
many doctors may be surprised to learn that an 
article on this subject appeared in the September, 
1951, issue of Better Homes and Gardens. 

The article was written by Leonard Reed, and 
offers suggestions to the public on procedures to 
follow in obtaining good surgical services at fees 
that are fair to both parties. The author points out 
that the majority of physicians are just as concerned 
as the patient or his family in arriving at a fair and 
mutually satisfactory fee. However, the public usu- 
ally hears about the excessive fees; some examples 
are quoted in his article. 

Medical societies have frequently deplored the 
fact that a small minority of the profession causes 
the public to feel that doctors charge all the traffic 
will bear. Practically all state medical societies have 
established committees on professional conduct 
more popularly called “grievance committees,” and 
many of the large county societies have also or- 
ganized such committees. The American Medical 
Association, in 1949, adopted a resolution com- 
mending the states that had set up “grievance com- 
mittees” and urged all constituent associations to 
adopt comparable programs. Such action reflects 
the profession’s awareness of the problem and a 
determination to solve it. A statement published in 
the February 25, 1950, issue of the Journal of the 
A.M.A. said in part: “The Board of Trustees of the 
A.M.A. looks with disfavor on the few members of 
the Association who charge excessive fees. It urges 
state and county societies to discipline those mem- 
bers who, after a fair hearing and a decision that 
the fees charged have been excessive, refuse to re- 
duce their fees to a level that is reasonable for the 
services rendered.” 

Reports of experience from some of the “griev- 
ance committees” indicate that most complaints are 
due to misunderstandings, which are readily re- 
solved. It has been found that complaints on 
charges are most frequently caused by failure to 
discuss fees and to explain the reason for various 
tests and treatments. 

Any discussion on medical fees among the gen- 
eral public will bring out examples of excessive 
charges, while little mention is made of the med- 
ical services that have been received at reasonable 
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fees. Now that the medical societies have clearly 
stated their responsibility for resolving differences 
on fees and have established machinery to investi- 
gate, adjust, and, if necessary, discipline their mem- 
bers, the societies must make sure the “grievance 
committees” operate effectively if they are to main- 
tain the faith and good will of the public. 

To some extent, the medical profession has added 
to the confusion in the public’s mind regarding 
fees through its approval of minimum schedule of 
fees. The medical societies have given at least tacit 
approval to minimum schedule of fees when pay- 
ment is made by a third party, such as the govern- 
ment in the case of care for service-connected ill- 
nesses of veterans, industrial cases under workmen’s 
compensation insurance, and for low-income groups 
covered by medical and surgical insurance. In the 
medical societies’ own prepayment plans, the Blue 
Shield plans, the fees listed apply only to a given 
group—families with annual incomes under a speci- 
fied amount, about $4,000. Other insured persons 
may be charged double the fees listed. 

Fifty per cent of the people are covered by hos- 
pitalization insurance, and an increasing number 
of those are also covered by surgical expense in- 
surance. A large part of the uninsured population 
in the low-income group is eligible for some assist- 
ance from governmental agencies and other welfare 
organizations for medical and hospital expenses. 
Under these conditions, it may seem a bit unreal- 
istic for the average private practitioner to claim 
that he must collect high fees from those able to 
pay in order to be able to render free service to 
the medically indigent. The public may find it 
difficult to see any justification for a physician to 
base his fee on the family’s income, if adjustment 
is only upward from a minimum that he will ac- 
cept if a third party is involved in payment of the 
fee. Doctors who follow such a practice would cer- 
tainly object to having that method of determining 
charges for services applied to them. 

If the fees published in various insurance con- 
tracts represent an average reasonable charge for a 
routine operation or procedure, a patient may won- 
der why it doesn’t apply to everyone, regardless of 
income, including the wards of governmental 


agencies. Why, he may ask, should the people with 


. 
is 
‘ 
> 


Operation Average Fee 
Varicose veins, ligation, both legs . . - - - $101.00 
Removal of benign tumor or cyst on breast 58.00 
Tumor or cyst (superficial) . . . - - 24.00 
Tumor or cyst, involves extensive surgery 72.00 
Cyst or sinus, pilonidal, operation on. . . + - 83.00 
Appendectomy ° 131.00 
Removal of gallbladder 194.00 
Cesarean section, including delivery 176.00 
Delivery of child 78.00 
Cervix, cauterization or conization of . 39.00 
Dilation, curettage (other than childbirth) 51.00 
Hysterectomy 180.00 
Thyroidectomy . 189.00 
Infected tooth, surgical waned of . 42.00 
217.00 
124.00 
205.00 
159.00 
255.00 
Hemorrhoidectomy, internal and external F 92.00 
Circumcision (patient less than 12 yrs. old). . . 18.00 
Removal of prostate gland 263.00 
Cataract, removal of 200.00 
153.00 
148.00 


Colostomy 

Herniotomy (single) 

Small intestines, resection . 
Exploratory 
Ulcer (peptic, or 


Glaucoma, operation for 

Strabismus (operation for 
Fenestration (to overcome form of deafness) 441.00 
ptum, submucou i 104.00 
Tonsillectomy 41.00 
284.00 
311.00 
29.00 
63.00 
42.00 


Nasal 


Laminectomy on cord) 
Brain tumor, excision 
Broken rib 


Humerus (upper arm), simple asineen 
Radius or ulna (forearm), simple fracture 


“Note: Although the fee in each case will vary somewhat from 
the average, the survey from which these figures are taken 
indicates that the variation is slight. For , in appendec- 
tomies, which averaged $131, 90 per cent of the surgeons’ fees 
were less than $165.” 


initiative and ability to earn more than the average 
income, who want medical care from the physician 
of their choice and a private room in a hospital, be 
required to pay something extra simply because 
they can afford to pay it? Actually, it is a special 
tax on the industrious person if he is so unfortunate 
as to require medical care and hospitalization. 

Mr. Reed included a list of the more common 
operations and the average fees. These fees are 
from a nation-wide survey of 100,000 surgical cases 
by the Equitable Life Assurance Society of the 
United States. (See above table.) : 

Other magazines with a wide circulation of 
women readers will undoubtedly publish similar ar- 
ticles. Physicians will be in a better position to 
maintain a good patient-physician relationship, if 
they are familiar with information presented in 


such articles and with the public’s understanding 
or misunderstanding of medical fees. 

Here are Mr. Reed’s suggestions to his readers: 
“The bill you will receive, should you undergo an 
operation, depends largely on your handling of the 
situation. Here are four things you can do to help 
your surgeon arrive at a fee fair to both of you. 

1. “If your resources are limited, don’t overex- 
tend yourself by selecting a private hospital room 
when semi-private or other accommodations are 
adequate. Your surgeon might take such a move as 
an indication of your ability also to pay a higher 
surgical fee. 

2. “When you first talk to the surgeon, volun- 
teer the following information: Your family in- 
come, the number of dependents in your family, 
your fixed expenses (rent, education, and so on), 
your monthly savings, and your anticipated loss of 
earnings during the period of convalescence. You 
will have to volunteer this data, because the great 
majority of surgeons are reluctant to ask such frank 
questions. But you can usually be sure that giving 
him that information will enable him to determine 
a reasonably standard fee for a person of your cir- 
cumstances. 

3. “By all means, find out the fee before the 
operation takes place. The only legitimate reason 
for a surgeon not naming his fee beforehand is his 
ignorance of the patient's circumstances. If you 
have given the data suggested, you have a right to 
know his price. Most surgeons will be only too glad 
to tell you in advance and avoid later misunder- 
standings. 

4. “If you don’t know the surgeon well, don’t 
put yourself completely at his mercy in the matter 
of fees. Telling him, “The cost doesn’t matter; just 
get my child well’ accomplishes nothing for your 
child, and the surgeon may take you at your word. 
Come prepared with a reasonably good idea of 
what such an operation should cost you. If the fee 
suggested by the surgeon strikes you as being high, 
don’t hesitate to talk it over with him. And if you 
are still not satisfied, take the matter up with the 
physician who sent you to him.” 

Mr. Reed also points out that in the past two 
years many state and county medical societies have 
established “grievance committees” to handle com- 
plaints from patients. With more publicity in lay 
magazines on average fees, many more physicians 
may be required to appear before such committees 
to explain the basis for their charges. The Colorado 
State Medical Society has requested its county 
societies to publicize average fees. 
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Doctors and the “Salary Freeze” 
Tue Office of Salary Stabilization, one of Wash- 


ington’s numerous emergency agencies, has adopted 
a policy which draws the line between those physi- 
cians who are subject to salary controls and those 
who are exempt. Since it is estimated that more 
than 20 per cent of the nation’s medical practi- 
tioners draw all or most of their income from pay- 
rolls, the October ruling by OSS affects nearly 
50,000 M.D.’s as well as several thousand osteo- 
paths and dentists. 

What the governing board did, in brief—and it 
may be noted that its chairman is a physician, Dr. 
Raymond B. Allen—is this: Held that physicians, 
osteopaths, and dentists are exempt from “salary 
freeze” regulations if they are employed by a hos- 
pital, clinic, or “like medical institution for the care 
of the sick or disabled.” Whether the institution 
is operated for profit or not is immaterial. If it is 
an adjunct of a business enterprise or labor union, 
or part of a health insurance organization, its staff 
doctors come within the exemption rule. 

No matter by whom employed, or in what capa- 
city, exemption from the “freeze” is not extended 
to pharmacists, nurses, optometrists, dental techni- 
cians, or chiropractors. Physicians employed by 
other physicians are not exempt, unless the profes- 
sional duties are performed in a hospital or clinic. 
Nor are those who work for insurance companies, 
drug houses or other corporations where services 
rendered are nonclinical in nature. 

Another emergency agency of the Federal gov- 
ernment is due to promulgate policies in the near 
future which also is of importance to physicians. 
In this instance, the application will be less direct 
than the ruling by SSB but, on the other hand, all 
practitioners will be potentially affected instead of 
merely the minority who have salaried incomes. 
In mid-October the Wage Stabilization Board re- 
ceived from its special advisory committee a de- 
tailed report on the subject of “fringe benefits” to 
industrial workers. Foremost among these are con- 
tributions which employers are making, on an ever 
increasing scale, to voluntary medical care plans. 

Principal question to be settled is whether such 
contributions are construable as part of the worker's 
wages, and therefore subject to “freeze” regulations, 


GP @ November, 1951 


NATION’S CA 


TAL 


or an incidental convenience that is a part of or- 
dinary working conditions on the same basis, for 
example, as drinking fountains, first-aid cabinets, 
and accident compensation. It is readily apparent 
that a liberal stand by the Wage Stabilization 
Board, exempting employers’ premium payments 
into Blue Shield, Blue Cross, and indemnity type 
medical and hospital care plans from classification 
under heading of wages, would give great impetus 
to enrollment of industrial groups in them. 

And it is equally evident that such a develop- 
ment, extending prepaid health services to addi- 
tional thousands of Americans, would exercise a 
major influence on the shape and character of na- 
tional health legislation to be considered by Con- 
gress in 1952. 


Health Bills Look to ‘52 
Speaking of Congress, its 1951 record of accom- 


plishment as far as health bills were concerned is 
practically nil, but with an election year coming 
up a fresh examination of the situation is certain 
to be made. The compulsory health insurance issue 
lay dormant on Capitol Hill throughout the past 
year. Whether it is revived as a political football or 
not in 1952 is dependent in large measure on vol- 
ume of growth of prepayment plans and the com- 
prehensiveness of their contractual coverage. 

That Congress is more resistant than ever to “so- 
cialized medicine” and any new laws that might 
increase the authority of its No. 1 advocate, Fed- 
eral Security Administrator Oscar R. Ewing, was 
demonstrated anew a few weeks ago. This latest 
test of sentiment came on the Senate floor when 
a bill to subsidize medical schools was under de- 
bate. The bill in question would grant administra- 
tive authority to U. S. Public Health Service, 
which is an appendage of FSA. 

Although such matters as the program’s cost and 
differences over question as to whether this coun- 
try has enough doctors figured prominently in the 
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debate, there was no doubt that the dissenters’ chief 
motivation was a fear of placing additional power 
in the hands of Mr. Ewing. 

This trepidation was summed up by Senator 
Everett Dirksen, Republican, of Illinois, when he 
said: “Even if this program were desirable, it con- 
tains so many objectionable features that it ought 
to be looked at pretty carefully before we go any 
further down the road it opens up. Nursing bills, 
public health bills, aid to schools—put them all to- 
gether, draw the line and add up, and the result 
is a little more steady progress down the road that 
Britain traversed, the road of free teeth and noth- 
ing to bite with them.” 

Or, as it was put bluntly by Senator Andrew F. 
Schoeppel, Kansas Republican: “This type of legis- 
lation is the first step toward a socialized medicine 
program.” 

Upshot of two days of debate on the bill (Oc- 
tober 3-4) was that it was returned to committee 
“for further study.” 


Enlistments Ease Pressure on Priority I's 


Elsewhere on the Capital’s medical news fronts, 
interest centers on military and civil defense de- 


velopments. In October, the Department of Defense 
announced that volunteers for Army, Navy, and 
Air Force medical corps were coming in at a rate 
sufficient to make it unnecessary to have Selective 
Service send induction notices to any Priority I 
physicians, at least until December. (Priority I's 
are those young doctors who were enrolled in Army 
or Navy training programs in World War II, or 
who otherwise were deferred from active military 
duty, and who had less than 90 days of military 
service. ) 

Federal Civil Defense Administration made al- 
locations of funds to eleven states to help them buy 
medical and surgical supplies for stockpiling pur- 
poses and for equipment of first aid stations: Cali- 
fornia, Connecticut, Delaware, New York, Mary- 
land, Michigan, Tennessee, Kansas, Oregon, Rhode 
Island, and Washington. All of FCDA’s nine re- 
gional offices were established, except that only 
one of them had a full-time medical director as a 
result of scarcity of applications for these posts. 

Also getting under way is stockpiling of Feder- 
ally owned medical supplies and equipment, al- 
though Congress appropriated considerably less 
money for such procurement than the Administra- 
tion requested. 


GOVERNMENT READING MATTER 


As you know, the government is holding back 10 per cent of the total paper production so 
as to be sure of having enough paper to keep its presses running at full tilt. In other words, 
when paper gets real tight, the government will get first crack at it. Commercial printing, 
advertising printing, books, newspapers, magazines and the like will come later. 

Well, just what is the government doing with all this paper? The military, of course, re- 
quires plenty of paper. But there seems to be plenty of printing that might well be sidetracked 
for the time being, at least. 

For instance, in looking over the catalogs of the Government Printing Office you will find 
that by writing in you can get booklets and pamphlets on such importannt subjects as: 

1. How to Net Birds in Japan. 

2. Life Histories of North American Thrushes, Kinglets and their Allies. 

. How to Bat-proof your House. 

. Buffer Capacity of the Blood of the Sixth Instar Southern Army Worm. 
. Women Workers in Paraguay. 

. Recipes for Cooking Muskrat Meat. 

. Palpating Domestic Rabbits to Determine Pregnancy. 

Is it any wonder that Congressman James Patterson of Connecticut estimates that the gov- 
ernment is wasting 25 millions of dollars on useless booklets that won’t help one bit in pre- 
paring our armed forces? 

We have a suggestion for making good use of these booklets. If you want to be the “life 
of the party” send in to the GPO for any or all of the booklets mentioned above. Then when 
the talking lags and your hostess doesn’t know what to do next to keep the damn party from 
folding up completely—you can always step right into the breach with, “Do you know how to 
palpate domestic rabbits to determine pregnancy?”—Sales Ammunition Service, bulletin pub- 
lished by Martin Cantine Co., Saugerties, N. Y. 
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After Hours 


BY J. DEWITT FOX, M.D. 


Docror, you can sell anything! In fact, you are the 

world’s best salesman, so say leading advertising 
agencies who annually exploit your profession, your 
white smock, your well-combed gray hair, and 
above all your wise and respected opinion. 

Time was when the doctor’s selling ability was 
appreciated only by the pharmaceutical houses, 
who monthly sent their detail men around to brief 
him on the latest product, then let him peddle it 
to patients. This sort of ethical salesmanship is 
usually to the benefit of doctor and patient alike, 
and, of course, of profit to the drug house. 

It is not this sort of salesmanship to which we 
refer. But rather to the recent trend of having doc- 
tors sell everything in the drugstore, including 
cigarettes. Many items in the grocery now are “rec- 
ommended by doctors,” everything from the vita- 
min-packed bread to the latest beauty-bath soap, 
which after a “14-day test leading dermatologists 
found—” The department-store doctor is the best- 
selling partner for shoes, diapers, eyewash, foot- 
comfort pads, cosmetics, underpants, girdles, gar- 
ters, face creams, lotions, scalp tonic, ad infinitum. 

If you don’t want to scout the stores yourself to 
see what a wonderful salesman you are, just pick 
up any magizine. In it you will see your picture 
with a stethoscope or an erudite look behind a 
white smock telling the public that this is the 
“cigarette that more doctors smoke,” or the cigar- 
ette with less throat irritation as proved by “leading 
medical authorities’—no other cigarette can make 
that statement. 

So you see, Doc, your powerful sales appeal has 
extended far beyond the prescription counter, and 
now is an effective sales weapon in booming the 
public into buying cigarettes, soap, toilet tissue, 
foot pads, soft drinks, eyeglasses, and what have 
you. 


DOCTORS CAN SELL ANYTHING! 


In the coming months, your face, no doubt, will 
appear in more and more TV spots selling sun-tan 
lotion, buttermilk cream, baby diapers, and bananas. 
And in magazines you will be hawking foot pads, 
mattresses, cold tablets, pain pills, “like a doctor's 
prescription,” body deodorants, and the old stand- 
by, cigarettes. 

Now while all this “white smock” advertising 
may be a compliment to the doctor’s power over 
the public, it is frequently misleading salesman- 
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ship. And although it may be good public relations 
for the medical profession, there are more than a 
few doctors who object to having their profession 
exp.ited by sales firms and advertising agencies 
for their own personal profit. Too many of the 
products sold under the magic appeal of the doctor 
fail to carry his approval. But to read the magazine 
ad, one is led to believe that this product has the 
personal stamp of approval of “your” doctor. Maybe 
it’s time the medical profession spoke out against 
being a party to such subtle and misleading forms 
of “white smock” advertising. At least, it would 
seem that nonmedical products should not use the 
guise of medical approval for their sales talk. 

Be that as it may, the current trend of doctor 
salesmanship has proved concretely the power of 
the doctor and his amazing ability to sell. And, if 
advertising agencies appreciate this fact, it is about 
time the doctor himself was made to realize his 
terrific tug on public opinion. The power of the 
prescription pad, his wise and intelligent opinion, 
are probably his most potent weapons for selling 
the public. 

And it’s about time he began selling himself 
and his way of medicine to his patients and his 
public. It’s about time he capitalized on his white 
smock, gray hair, and high esteem. For he can sell 
his public on voluntary medical care as no one 
else can. 

At present the average citizen is still a bit aller- 
gic to the well-planned programs of organizations, 
whether they be promoted by the CIO or the 
A.M.A. He resents being regimented into thinking 
as an organization would have him think. But be- 
cause he regards his family physician as his best 
friend, he, no doubt, would like to befriend his 
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doctor. He will listen to his doctor friend’s opinion 
more readily than he will read a newspaper ad 
from the A.M.A. office, no matter how well done. 

So, Doctor, it’s high time you realized your sales 
appeal. Put your white smock to good use for your 
own cause. Let your patients know that you appre- 
ciate serving them and their family; that you would 
like to continue to be of service. But, if government 
medicine comes, this treasured friendship and per- 
sonal relationship would be lost. And certainly, 
many changes would be made for the benefit of 
Government administration, and to the detriment 
of the patient and his welfare. 

As family physician you command the complete 
confidence of your patients. They will accept your 
opinion much more readily than if it came from a 
so-called pressure office or lobby of the A.M.A. 

Politicians are not immune to your salesmanship, 
either. Because they realize the influence you have 
over constituents in your town, they will give an 
open ear to anything you say or write. Get chummy 
with your Congressman; drop him a friendly note, 
even if you don’t know him personally. His friend- 
ship may mean your future practice of medicine. 

But remember, the art of salesmanship is personal 
contact, and your polished personal touch put to 
the sales talk will do more good than all the pam- 
phlets, brochures, broadsides, or ballyhoo that 
could be pushed through the mail, voiced on the 
radio, or flicked on TV. So give of yourself and 
your time to make sure of your way of medicine. 

Doctor, you can sell anything! Why not sell 
yourself, and your way of medicine! 

As long as you are the world’s best salesman, 
Doctor, why not sell the world’s best product— 


modern medicine practiced as you love to practice it! 


eee eee eae 


“A Docror For You,” an attractive pamphlet prepared by the A.M.A. Public Relations De- 
partment, ccncisely tells what is being done to provide a well trained, understanding physician 
for everyone. Free copies may be obtained for your waiting room by writing to the Department 
of Public Relations of the American Medical Association. 
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DOSAGE: 

Under 5 years... 2 to 4 drops 
three or four times daily. 
Over 5 years...5 drops three 
or four times daily, 


FORMULAE: Dratussin 
Thyme (alcoholic extract) . . . 39% 
Drosera (alcoholic extract) . . . 39% 
Ethyl alcohol ..... 22% 


Duatussin Syrup 
Thyme and Drosera, equal parts 
(alcoholic extracts) ....... 5% 
5% 
Aqueous dextrose vehicle . . . . 90% 
Supplied in 6 cc. bottles with dropper; 
Dratussin Syrup in 4 oz, and 
1 pint bottles (each teaspoonful 
contains two drops of the extract). 


has a way 
with 
children... 
and with 


cough... 


DROP DOSAGE DIATUSSIN “has a way” 
with children because it’s easy to take. 
And with mothers because it’s easy to give. 
It also has a way with cough—it reduces the frequency 
and severity of cough while increasing its productivity. 


DROP DOSAGE DIATUSSIN’s high concentration and 
prolonged action mean effective cough control 
with smaller, less frequent doses. Two to four drops 
do the work of spoonfuls of syrup. 


easy-to-take, 
non-narcotic cough control 
DROP DOSAGE DIATUSSIN is both well tolerated 
and palatable. It can be dropped directly on the tongue or on 
a spoonful of dessert or cereal. For treating 


cough in infants and young children without narcotics, 
DiaTussIN is unexcelled. 


ERNST BISCHOFF COMPANY, INC: Ivoryton, Conn, 
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A NEW MOSBY BOOK 
with Special Value for the GP 


FRIEDMAN’S 
Mode: 


Headache Therapy 


The baffling and often recurring problem of the patient with Chronic 
Headache is covered with two objectives to solve it: (1) Diagnostic 
methods especially useful in establishing the cause are explored. (2) The 
most recent advances in treatment are presented. 


Patients with chronic headaches represent a con- 
siderable problem to the doctor. They appear in 
great numbers and their symptoms persist with 
real tenacity despite every effort at treatment. 
Since the symptom of headache may be the re- 
sult of a wide variety of ailments, satisfactory 
treatment demands a careful search for the un- 
derlying basis. In exploring the diagnostic 
methods to find the cause of headache, Dr. 
Friedman gives you some very useful and prac- 
tical suggestions. 


CONTENTS 


Preface 


In covering treatment, he covers all advances in 
the fields of pharmacology, surgery and psychiatry. 


The material was compiled from personal ob- 
servation and experience in private practice and 
at the Headache Clinic at Montefiore Hospital, 
and from significant contributions in the vast 
headache literature. 


The book is a useful, practical and enlightening 
source of information for the doctor—with in- 
valuable results for the patients suffering with 
this common and often frustrating symptom. 


HEADACHES FROM EXTRACRANIAL PATHOLOGY 


Introduction HEADACHES FROM SYSTEMIC DISORDERS 


DIAGNOSIS MIGRAINE HEADACHES 
TREATMENT PSYCHOGENIC HEADACHES 
PAIN POST-TRAUMATIC HEADACHE 
HEADACHES FROM INTRACRANIAL NEURALGIAS 

PATHOLOGY Index 


By ARNOLD P. FRIEDMAN, M.D., Director of the Headache Clinic, Monte- 
fiore Hospital; Assistant Professor of Clinical Neurology, Columbia University 
Medical School; Attending Physician, Montefiore Hospital, New York. 154 


pages. $4.00. 
The C. V. MOSBY Company, 3207 Washington Blvd., St. Louis 3, Mo. 


Or der Gor m 


@ Freidman’s MODERN HEADACHE THERAPY ($4.00) 
Enclosed find check. 


CJ Charge my account. 
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Che Practitioner’s Bookshelf 


Eternal Eve. By Harvey Graham. Pp. 699. Price, $10.00. 
Doubleday and Company, Garden City, New York, 
1951. 


Under the pseudonym of Harvey Graham, an emi- 
nent British surgeon and medical historian has writ- 
ten a remarkably accurate story of the development 
of obstetrics from the dawn of history with its taboo 
and superstition to the modern concepts of the Rh in- 
compatability and methods of relief from pain. He 
traces the origin of the specialty of Gynecology from 
McDowell’s courageous ovariotomy on Jane Todd 
Crawford, through the subsequent development of ab- 
dominal surgery and of vaginal plastic surgery, up to 
the present knowledge of hormonal control of sexual 
development and function and the use of radiation in 
the treatment of genital cancer. 

The author has the rare ability of mixing with facts 
enough drama and humor to hold the reader’s interest 
whether he be layman, medical student, or physician. 
This is the type of book that I like to keep on my 
bedside table for leisure reading. 

—R. J. Crossen, M.D. 


Factors Regulating Blood Pressure. Edited by B. W. 
Zweifach and Ephraim Shorr. Pp. 279. Price, $2.55. 
Paper bound. The Josiah Macy, Jr., Foundation, New 
York, 1950. 


This volume contains the transactions of the Third 
Conference sponsored by the Josiah Macy, Jr., Foun- 
dation, and the subject matter deals with factors reg- 
ulating blood pressure. The text provides a verbatim 
transaction of this conference and is well presented. 
The printing is good, and the book is easily read. The 
subject matter consists of informal roundtable presen- 
tations and discussions by leaders in the field of in- 
vestigative cardiovascular hemodynamics. 

It is my impression that this publication will be of 
value to all specialists in the field of cardiovascular 
diseases, investigators in the field of cardiovascular 
physiology, and physiologists in general. It contains 
a wealth of technical information, and would probably 
hold only a limited interest for men engaged in the 
practice of general medicine. 

H. Gorpon, M.D. 
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The Physiology and Pathology of Hemostasis. By Armand 
J. Quick, M.D. Pp. 188, with 18 illus. Price, $4.00. 
Lea and Febiger, Philadelphia, 1951. 


This clear and concise treatise on the subject of 
blood coagulation is most welcome. With particular 
attention to his own contributions to the field, the 
author discusses the clinical aspects of the subject in 
the first hundred pages. The chapters in this section 
include a historical review of the development of the 
concepts of hemostasis, the formulation of a theory 
encompassing coagulation and hemostasis, a classifica- 
tion of the hemorrhagic diseases, and a consideration 
of their diagnosis and medical and surgical treatment. 
There is also a discussion of the mechanism of venous 
thrombosis and its treatment. A bibliography follows 
each chapter. 

The remainder of the book is devoted to detailed 
instructions for performing the laboratory tests required 
and a brief discussion of each test. 

Although it is not a complete reference text, this 
book should prove valuable to the practitioner inter- 
ested in a summary of the present concepts of the 
rapidly advancing and complicated subjects of blood 
coagulatio1 and hemostasis. 

—A.ice M. Banp, M.D. 


Diathermy: the Use of High Frequency Currents. By 
Stafford L. Osborne, Ph.D. Fabrikoid. Pp. 113, with 
63 illus. Charles C Thomas, Springfield, Ill., 1950. 


Dr. Osborne has had long experience in the em- 
ployment of high-frequency currents, and this small 
monograph is written for those interested in the sub- 
ject. It is not a complete treatise, but deals with some 
of the more salient features. It is divided into seven 
parts: (1) introduction, (2) radio interference caused 
by short-wave diathermy apparatus, (3) approved ap- 
paratus, (4) high-frequency currents, (5) contraindi- 
cations for all types of diathermy application, (6) the 
diathermy prescription, and (7) surgical diathermy. 

The book is well illustrated and beautifully printed, 
and fits easily into a pocket. It should be of interest 
to any general practitioner who employs medical dia- 
thermy. 

—Frank H. Krusen, M.D. 
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HYPERTENSIVE HEART DISEASE... 


SYNTRATE 


TRADEMARK 


RTENSION promotes gradual and 
prolonged lowering of blood pressure through 
peripheral and coronary vasodilating effect 
of monnitol hexanitrate—32.4 mg. (¥2 gr.) 


‘O@CARDIAL INSUFFICIENCY 
exerts direct stimulating action on myocardium 
with well-tolerated theophylline-sodium 
glycinate component—0.162 Gm. (2 gr.) 


CARDIAC EDEMA produces effective 
3 _ diuresis, relieves pulmonary edema and 
_ dyspnea by rapid action of uncoated 
__ theophylline-sodium glycinate 


AND NERVOUSNESS 
moderates psychogenic faciors, overcomes 
insomnia by providing phenobarbital — 
16.2 mg. (% gr.) 


SUPPLIED: Bottles containing 100, 500, 
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Gynecologic Cancer. By James A. Corscaden, M.D. Pp. 
368. Price, $6.00. Thomas Nelson & Sons, New York, 
1951. 


This is a splendid book, placing before the reader 
the fruit of the author’s many years of work in the 
management of gynecologic cancer. The subject mat- 
ter is divided into 12 chapters, 7 of these being de- 
voted to the various regional types of gynecologic 
cancer: vulva, vagina, cervix, corpus, chorion, tube, 
and ovary. Chapters 1 and 2 will probably be of 
especial interest to the general practitioner, embracing 
such things as the statistical incidence of various can- 
cer types, the importance of early diagnosis, and a 
description of various diagnostic procedures. All this 
is done in a very complete, systematic, and readable 
fashion which makes Chapter 2 especially valuable to 
the doctor who wants to do his job conscientiously 
and competently. Chapter 11, dealing with the Man- 
agement of the Cancer Patient, includes a discussion 
of one of the general practitioner's most distressing 
problems, that of what to do for the uncured patient 
who returns to him after the specialist exhausts his 
resources. One of the points discussed by the author 
is that of whether or not the woman with cancer 
should be told the truth, he himself being obviously 
inclined to a positive answer. On this question, too 
big to discuss at length in this review, there are dif- 
ferences of opinion, though I believe that no hard and 
fast rule can be laid down, and, for that matter, Cor- 
scaden himself recognizes this fact. 

The discussions of all the various types of gyneco- 
logic cancer are very well organized and remarkably 
full, considering that the entire volume comprises 
only 360 pages. The reviewer admires the fair and 
dispassionate appraisal of a number of still controver- 
sial questions of treatment, especially that of cervical 
cancer, in which the roles of radiotherapy, surgery, 
and the combination of the two are very fairly pre- 
sented. The author has very properly adopted the 
new International Classification, as all authors will 
probably henceforth do, and I like his further sub- 
division of the too-inclusive Stage 1 group. 

Since the author has been particularly identified 
with irradiation therapy, one can expect, and find, 
a very complete discussion of technique, and this 
should be of great value to radiologists as well as to 
gynecologists, but I suspect that it will be skipped 
over by the general practitioner. The discussion of 
surgical technique is far more casual, with only 1 
illustration. On the other hand, and rather curiously, 
there are 5 excellent illustrations of the technique of 
closure of the vesicovaginal fistula which may follow 
irradiation, taken from a previous article by the au- 
thor, giving the impression that they were used simply 
because readily available. 

The necessity for including a short chapter on the 
menopause (Chapter 10) is not clear, especially as it 
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includes little or no cancer connotation, while the 
final chapter on the nature of cancer (Chapter 12) 
is of rather general and discursive nature, and of in- 
terest chiefly as representing the author's philoso- 
phizing in this field. In contrast with the generally 
optimistic attitude of the author as to improvements 
in cancer treatments, he seems very pessimistic about 
prospects for discovery of the causes of cancer, stating 
that “this goal will be far off and perhaps never 
reached.” 

There are 110 illustrations, quite a number being 
borrowed, though the reviewer has never felt this is 
an important criticism, if the selection is good. Espe- 
cially praiseworthy is the rather complete bibliography 
appended to each chapter, while the general format 
does credit to the publisher. 

The question may fairly be raised as to how much 
a book of this sort may be expected to mean to the 
general practitioner. For many practitioners, it will 
have a definite value, and it is no reflection on them 
that a few of the chapters will have much greater 
appeal than others. I really believe however, that the 
volume will have an even greater appeal to the spe- 
cialist, since it presents such a complete, authorita- 
tive and well-crystallized discussion of the clinical 
characteristics, diagnosis, pathology, and treatment of 
the most important disease of all gynecologic diseases. 

—Emit Novak, M.D. 


Scoliosis: Pathology, Etiology and Treatment. By Samuel 
Kleinberg, M.D. Pp. 286. Price, $7.50. The Williams 
and Wilkins Company, Baltimore, 1951. 


This is a revision of the book published by the 
author nearly 25 years ago. The author has summar- 
ized present knowledge on the subject and has con- 
tributed a great deal from his own extensive experi- 
ence. The book is well illustrated. Unfortunately, or- 
thopedists do not know as much as they would like to 
know about scoliosis, but what they do know is well 
summarized in this book. 

Guormtey, M.D. 


First Aid. Surgical and Medical. By Warren H. Cole, M.D., 
Charles B. Puestow, M.D.., et al. Pp. 432. Price, $4.00. 
4th Ed. Appleton-Century-Crofts, New York, 1951. 


This book gives an authoritative, well-organized re- 
view of first aid, written especially for laymen and 
first-aid personnel. 

The first two chapters on Errors, Precautions, Lim- 
itations, and General Principles of First Aid are con- 
cise and excellently written. The chapter on Gas and 
Bomb Raids brings the ravages of modern warfare to 
our attention, and gives essential needs and advice for 
organizing civilian defense in order to cope with these 
weapons. 

The chapter on Civilian versus Military Casualties 
gives some alarming statistics. 
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(a) Civilian injuries are fourth in causes of death, 
headed only by heart disease, cancer, and cerebral 
hemorrhage; (b) More people were killed by accident 
in the U. S. A. in 1941, than were wounded fatally 
during the entire World War I, in the A.EF.; 
(c) 79,662 more civilian accidental deaths occurred in 
the U. S. A. than military casualties from Pearl Har- 
bor to V-J Day; (d) Every day more than 2,500 
civilian accidents occur with 250 deaths. These enor- 
mous figures emphasize the need for a large personnel, 
trained properly to administer immediate treatment to 
the injured. The physician can do his best, and the 
hospital offers the most ideal facilities, but unfortu- 
nately neither is always readily available. It is certain 
that if proper first-aid care were available at the time 
of the accident, many fatal results could be averted. 
The authors repeatedly warn first-aid personnel to be 
well trained, and, above all else, to know their own 
limitations. 

Advanced modern emergency and definitive treat- 
ment as practiced in World War II reduced the mor- 
tality rate from infections and the incidence of am- 
putation to a figure probably no greater than one- 
fourth that in World War I. 

Illustrations are adequate in number, are simple, 
original line drawings, skillfully done by expert artists. 
This little book is especially valuable to medical stu- 
dents, nurses, firemen, trained first-aid personnel, and 
to medical men, especially those who are called upon 
to teach first aid. 

—U. R. Bryner, M.D. 


The Cerebral Circulation in Health and Disease. By Carl 
F. Schmidt, M.D. Pp. 78. Price, $2.00. Charles C 
Thomas, Springfield, Ill., 1951. 


This book reviews the more recent findings con- 
cerning cerebral circulation and metabolism which 
have been made possible by the introduction of the 
nitrous oxide technique developed by Kety and 
Schmidt. It presents in some detail studies concern- 
ing cerebral hemodynamics and metabolism in a vari- 
ety of clinical and experimental states, as well as 
those found in the normal young population. In the 
chapter devoted to the physiology of the cerebral cir- 
culation, such topics as the influence of the arterial 
blood pressure, vasoconstrictor and vasodilator nerve 
impulses, metabolic products, hormones, and various 
drugs on the cerebral herodynamics are discussed. 
In addition to a theoretical discussion of the various 
methods used in the past to determine the rate of 
cerebral blood flow, Chapter V presents short discus- 
sions of the effect of high- and low-oxygen and car- 
bon dioxide tensions, tilting, hypoglycemia, hyperten- 
sion, and diabetic acidosis on cerebral blood flow and 
metabolism. 

The author himself states with reference to human 
investigation: “In most respects we shall have to con- 
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clude that this is a transitional period in that the re- 
cently acquired information has served to shake con- 
fidence in conceptions previously held, but is not yet 
extensive enough to permit the derivation of new 
ones.” The monograph must thus be considered as a 
status report of findings, many of controversial nature, 
pertaining to a subject the various ramifications of 
which require further investigation. 

The book would seem useful to those interested in 
diseases of the central nervous system and to those en- 
gaged in the investigation of problems relating to 
cerebral hemodynamics and metabolism. For the gen- 
eral practitioner interested in the theoretical aspects 
of this type of research, the book would have consider- 
able informative value. 

F. Fazexas, M.D. 


Viral and Rickettsial Infections of Man. Edited by Thomas 
M. Rivers, M.D. Pp. 587, with 77 illus., 6 plates in 
color. Price, $6.00. J. B. Lippincott Company, Phila- 
delphia. 


This book has an impressive list of contributors 
which includes the names of many widely known in- 
vestigators in this field. 

The first chapter is a scholarly discussion of the 
nature of viruses, their composition, their size in gen- 

’ eral, their origin, and the properties which place them 
in a zone between the living and nonliving things. 
The editor of this chapter also reviews the present- 
° day knowledge of the general aspects of pathology, 
immunity, the specificity, the “interference phenome- 
non,” methods of transmission, prevention, and treat- 
ment of these diseases. 

Subsequent chapters deal fully with chemical and 
physical procedures in purification and characteriza- 
tion, serologic reactions, culture and propagation, and 
epidemiology. The general practitioner will find these 
chapters involved in detailed description of methods 
which may be of little interest to him. The medical 
student versed in modern physiochemical procedures 
will read them with better understanding. The labora- 
tory worker will cliscover much useful information con- 
cerning methods of propagation and _ identification. 
The text makes it evident that the laboratory technique 
cannot be lightly undertaken without experience and 
basic knowledge. The chick-embryo techniques and the 
technique of tissue culture are clearly described, but 
the reader is referred to original articles for details of 
some techniques. 

The remainder, more than two-thirds of the book, 
is devoted to specific viral and rickettsial diseases. 
The history of the disease, etiology, clinical and path- 
. ologic manifestations, diagnosis, treatment, and con- 
trol are adequately, yet briefly, described. Special sec- 
tions, such as the epidemiology of poliomyelitis and 
control measures in rabies and infectious hepatitis are 
added where they are significant. There is a discussion 
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eo turnover in the liver and kidney, and by 
stimulating the utilization of fats within 
the liver. In addition to this, methionine 
and choline are required in the forma- 
tion of muscle creatine, in detoxifying 
methylations, in the deposition of sulfur 
containing proteins, etc. Although ae 

intake of these P is 
be relatively constant, King has 
out that our diet is at best relatively 
low, and probably even deficient in cho- 
line. The indispensability of methionine 

is now well established. 


The bodily supply of these compounds 
is subject to the diverse demands of 
physiological stresses, such as increased 
chronic cycles related to the well known 
degenerative diseases. Both methionine 
inositol and choline possess labile methyl 

groups which are directly responsible 
for their ability to transport and mobi- 
lize fat. 

The lipotropics and B-vitamins favorably 
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of experimental infection and host range for nearly 
all intectious agents, which tells rather precisely the 
behavior of the organism under natural and controlled 
conditions, the methods of dissemination, the portals 
of entry, and animal hosts. 

The greater part of this book therefore becomes 
a source of most useful information for the general 
practitioner, not only as a guide to the most recent 
methods of diagnosis and treatment, but also for a 
better understanding of a subject new in the progress 
of medical science. 
—Frank W. Konzetmann, M.D. 


Post-Graduate Lectures on Orthopedic Diagnosis and In- 
dications. By Arthur Steindler, M.D. Pp. 289, with 
400 illus. Price, $7.50. Vol. I. Charles C Thomas, 
Springfield, Ill., 1950. 


For more than thirty years, Dr. Arthur Steindler 
has been widely known, not only in the United States, 
but throughout the world, as one of the finest teach- 
ers of orthopedic surgery. During most of the years in 
which Dr. Steindler was Professor of Orthopedic Sur- 
gery at the University of Iowa, he has gathered about 
him a group of students eager to learn diagnoses and 
treatment of orthopedic conditions. Many of these 
former graduate students are today occupying posi- 
tions of importance in the orthopedic world. Signifi- 
cant among the features of postgraduate training at 
the University of Iowa hospitals was the personal 
lecture series given to these graduate students by Dr. 
Steindler. These students were fortunate to obtain 
mimeographed copies of the lectures. Only now, how- 
ever, has it been made possible for orthopedic surgeons 
and graduate students throughout the world to obtain 
the full set of lectures, together with illustrative mate- 
rial, as presented by Dr. Steindler. 

As Dr. Steindler has stated in the preface, this book 
is not intended to be a text for orthopedic surgeons. 
The lectures do cover diagnosis and indications for 
treatment, and they include discussion of the funda- 
mental or basic sciences in their relationship to the 
diagnosis or treatment of the orthopedic conditions 
which are discussed. No attempt is made to describe 
purely technical procedures or details of orthopedic 
operations. Numerous case histories are presented, and 
the problems which are thus developed are solved in 
the further discussion of these cases. 

In addition to the classical clinical orthopedic prob- 
lems, such as congenital deformities and anomalies 
which occupy more than two-thirds of the text, there 
is an unusually thorough discussion of subjects not so 
often found in orthopedic textbooks. These include 
lectures on the symmetry and asymmetry of the body, 
on contractures, the interpretation of pain in ortho- 
pedic surgery, and a very enlightening lecture on the 
pathology of the gait. 

No teacher in the field of orthopedic surgery can 
afford to be without this volume of postgraduate lec- 
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tures. Every orthopedic surgeon who wishes to be most 
completely informed will wish to have this and any 
future volumes of Steindler’s postgraduate lectures. 
—Epwarp L. M.D. 


Physiology of Heat Regulation and the Science of Cloth- 
ing. Edited by L. H. Newburgh, M.D. Pp. 457. W. B. 
Saunders Company, Philadelphia, 1949. 


L. H. Newburgh appears as the editor of this vol- 
ume and so as the one responsible for the selection 
of the fifteen collaborators of the text. The reader is 
expected to be familiar with the elementary facts of 
body thermal control as exemplified particularly in 
man and so of the warm-blooded in general; these 
being organisms which allegedly, through the balance 
of a heat production against a heat loss, register a 
“constant” temperature. 

To arrest the attention of the reader, let it be noted 
at once that this “point” is not as constant an affair as 
is generally believed. The thermostatic device which 
is the human body is “constant” only within a range 
of two or more degrees Fahrenheit, which “accuracy” 
would land any mechanized ice box or laboratory 
thermostat on the junk pile at once. In temperate re- 
gions and in peace the mechanism by which man 
maintains his constancy of temperature is fairly well 
understood, but war in climates too cold or too hot 
has done much to raise questions on the subject. The 
volume treats the physiologic and pathologic conse- 
quences of too much cold or too much heat, and how 
best to meet these violences. Half the book is statis- 
tics which will not electrify the general practitioner; 
but they will electrify him if he reads them in par- 
allel with what have been the experiences and prac- 
tices of the natives in the Arctic or tropics. Frederick 
R. Wulsin’s chapter calls for special commendation, 
and Newburgh’s editing and arrangement maintains 
interest in a fascinating tale. 


—Martin H. Fiscner, M.D. 


Therapy of Dermatologic Disorders. By Samuel M. Peck, 
M.D. and George Klein, M.D. Pp. 383. Price, $7.50. 
Lea & Febiger, Philadelphia, 1951. 


This book is a rather condensed form of therapy on 
diseases of the skin. There is nothing particularly new 
about the book except that it is in outline form, and 
the diseases can be diagnosed from the symptoms and 
characteristics of lesions. The authors discuss the latest 
treatment that is acceptable on each disease. Many of 
the diseases have no treatments. This ought to be a 
fairly good book on diseases of the skin for general 
practitioners. —J. P. Sanpers, M.D. 


The review of Heart Disease, Its Diagnosis and 
Treatment, by Emanuel Goldberger, in the September 
issue incorrectly stated the price as $4.00. The cor- 
rect price is $10.00. 
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New Form 


of Levorotatory Belladonna Alkalotds 


The practical value of an antispas- 
modic depends upon its degree of 
desirable spasmolytic effect, conven- 
ience of administration and patient 
acceptability. 

Degree of spasmolytic effect of bel- 
ladonna alkaloids rests upon the inten- 
sity of parasympathetic inhibition. Pure 
levorotatory belladonna alkaloids 
(Bellafoline) are more potent and 
selective than belladonna alkaloid 
mixtures in producing this spasmolytic 
effect, at the same time minimizing the 
undesirable cerebrospinal effects. 


Studies by Kramer and Ingelfinger, (M. Clin. North 
Amer., Boston No.: 1227, (1948) demonstrate the 
highly efficient action of Bellafoline. By balloon- 
kymograph studies on the human intestine they 
found that most commonly used antispasmodics are 
less effective than atropine (standard dose: 1/100 gr.). 
Bellafoline was the outstanding exception. It sur- 
passed atropine in. both degree and duration of 
action. 


ATROPINE SULFATE 0.6 mg. I. V. 
>. PROTECTIVE ACTION 
BELLAFOLINE 0.5 mg. 1. V. 
PROTECTIVE ACTION 


100 


% PROTECTION 


HOURS P PROTECTING DRUG 
Protecting capacity of Anticholinergic Agents against 


bronchospastic effects of I. V. Mecholyl. From graphs in 
Beakey, et al.* Annals of Allergy, Vol. 7, No. 1. Jan.-Feb.1949 
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for Selective Spasmolytic Action 


The antispasmodic effect of Bellafoline 
is augmented by the addition of a small dose 
of phenobarbital thereby reducing excitabil- 
ity and tension. 

Such an association of Bellafoline and 
phenobarbital is now available in the form of 
Elixir Belladenal for treatment of spastic 
disorders that are associated with hyperirri- 
tability and anxiety. 

The several requirements mentioned for 
a practical, spasmolytic agent are fulfilled by 
Elixir Belladenal. In addition to high efficacy, 
it is specifically designed for patient accept- 
ability and convenience of dosage regulation 
in the full range of antispasmodic application. 
It is especially serviceable in pediatrics and 
in those adults where the use of tablets and 
capsules is impractical. The teaspoonful dose 
contains Bellafoline (levorotatory alkaloids 
of belladonna leaf) 0.0625 mg. and phenobar- 
bital 12.5 mg. 

ELIXIR BELLADENAL is indicated in 
spastic disorders such as: feeding problems 
in infants and children, spastic colitis, cardio- 
spasm, pylorspasm, peptic ulcer, pseudo-ulcer 
syndrome, biliary colic, renal colic and dys- 
menorrhea. 

Also available in tablet and suppository 
torms. Professional Samples and Literature 
are available upon request. 


Sandoz 
Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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Academy Keports and News 


1952 SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


Atlantic City Convention Hall, March 24-27 


FIRST DAY’S PROGRAM TO FEATURE 


PUBLIC RELATIONS AND PROBLEM PATIENTS 


Puysicians are beginning to discover that one 
of their biggest problems is only indirectly con- 
nected with the actual practice of medicine. They 
are beginning to realize that they have a respon- 
sibility, collectively and individually, to develop 
a closer, more intelligent relationship with that 
somewhat ambiguous but definitely potent entity 
—The Public. 

In the days of our fathers, it was different. Doc- 
tors of medicine wrapped themselves and their pro- 
fession in a cloak of aloofness, Latin phrases, and 
mysticism. They discouraged any tendency to give 
laymen a more intimate and intelligent view of the 
medical sciences or the profession which practiced 
them. But times have changed and with the change 
has come a growing threat of governmental patern- 
alism that could spell the ultimate smothering of all 
medical progress. To meet this threat, Medicine 
has determined to take its case to the People—to 
explain to the Public why American Medicine is 
the finest on earth, why the socialization of the 
profession would result in a lower quality of med- 
ical service at a higher cost to the patient. 

Since the family doctor is the profession's most 
intimate contact with this Public, it is obvious 
that he has the best chance to win a hearing for 
Medicine’s message. At the opening session of the 
1952 Assembly, general practitioners will have an 
unparalleled opportunity to learn what that mes- 
sage is and how best to present it. 

Because the American Medical Association was 
the first to pick up the torch of enlightenment and 
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has already made important strides in bringing to 
the Public a new conception of the profession's 
problems, everyone will want to hear the story of 
these accomplishments from Dr. John W. Cline, 
president of the parent organization. His subject 
will be “Public Relations and the A.M.A.” He is 
undoubtedly the best qualified man in the country 
to describe what has been achieved to date and to 
set our sights clearly on future objectives. 

No profession or business keeps a more sensitive 
finger on the Public pulse than does the Press— 
no other group of men understands so clearly what 
makes the Public “tick” or how it reacts to various 
kinds of public relations approaches. So one of 
the nation’s top journalists, Mr. Louis B. Seltzer, 
will give us some illuminating “Suggestions on 
Public Relations From the Press.” Mr. Seltzer is 
editor-in-chief of all the Scripps-Howard newspa- 
pers in Ohio, a brilliant speaker, and an authority 
on how to reach the public mind. 

Public relations have long been a major con- 
sideration of industry. Our major industrial groups 
have pioneered in the science of showing the 
Public the “other side” of innumerable economic 
and political problems. Consequently, “A Message 
From Industry on Public Relations” will give us a 
third important approach to the task which lies 
ahead. The Committee on Scientific Assembly 
has not yet announced the name of this speaker, 
but assures us that he will be a nationally promi- 
nent figure, one of our leading industrialists who 
is thoroughly conversant with the problem. 


Tubes of 
15 Gm. 
(with 
blunt 
nozzle) 

oz. 
(with 
ophthalmic 
nozzle) 


SPORIN?’: 


POLY 
POLYMYXIN B- BACITRACIN 


OINTMENT 


Bach grom contains 


Polymyzin B Bacitracin QUN'TMENT 


a WELLCOME & CO. (U.S.A.) INC., Tuckahoe 7, N. Y. 


Complete information will be sent on request 


pyogenic skin 


disorders... 


bactericidal to BOTH 
gram-positive and gram- 
negative organisms, 

no local tissue damage, 
little likelihood of 


sensitization. 


For eliminating a very wide range 
of local infections. 

For preventing contamination of 
burns, wounds, and skin grafts; 
such protection shortens healing 
time and reduces incidence of fever 
and local inflammation.* 


1. Jackson, P.M., Lowbury, E.J.L., 
and Topley, E.: Lancet, 261:187, 1951. 


of OINTMENT contains: 


‘Arrosportn’® brand Polymyxin B 
(Sulfate) 10,000 Units 


(Equivalent to 1 mg. Polymyxin Standard) 


Bacrtracitn 500 Units 
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A Public Relations Case History 


Probably the most constructive way to round 
out our investigation of this new role we must 
play is to learn how one organization has done a 
successful job of it. Out in California, the Ala- 
meda County Medical Association is such an or- 
ganization. Executive secretary of that association 
is Rollen F. Waterson. In his talk, “Public Rela- 
tions at Work in the County Medical Society,” 
he will describe various techniques which he de- 
veloped and will analyze the outstanding results 
which they produced. His discussion will be a 
demonstration of the practical functioning of pub- 
lic relations at the grass roots level. We believe 
it will be an inspiration to every general practi- 
tioner in the Atlantic City Convention Hall next 
March 24. 

As able moderator for this panel of top-flight 
authorities, the Committee has picked our Speaker 
of the Congress of Delegates, Jack S. DeTar. Dr. 
DeTar, as many readers know, has a_ brilliant 
mind, a quick wit, and a decisive platform pres- 
ence that will assure plenty of sparkle and rapid 
pacing of this opening session. 


The Problem Ages 


At the San Francisco Assembly, considerable 
attention was devoted to the general practitioner's 
responsibility to the family as a unit and to his 
opportunities to better diagnose and treat the pa- 
tient through a clearer, more intimate appreciation 
of the patient's familial background. At Atlantic 
City, this training to become a better family doctor 
will move forward into two specific areas which 
have been called the “problem ages.” The last 
hour's lectures will be devoted to “The Teen- 
Agers” and “The Forties.” 

All general physicians recognize that there are 
two particular periods in life in which the physio- 
logic and psychologic changes bring into sharp 
focus certain problems that must be handled in- 
telligently by the physician if he is to play his 
proper role in guiding and treating patients in 
these two periods. Roughly speaking, these periods 
represent the beginning and the beginning of the 
end of mature human sexual function. 

An understanding of the effect on psyche and 
soma of the alterations taking place in these peri- 
ods of life is essential if the physician | is to inter- 
pret symptoms, to prescribe physical adjustment 
without contributing to the psychologic tensions. 
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It is desirable to review some of the attitudes, with 
their associated emotions, that characterize these 


periods. 


Questions To Be Answered 


What is the proper role of the endocrines in 
these periods? What are some of the pitfalls in- 
herent in the diagnosis and management of pa- 
tients in each group? What essential philosophic 
concepts are taking shape during these age periods 
—and how can the general physician, as family 
counselor, aid patients in crystallizing them? How 
can we guide other members of the family in an 
intelligent adjustment to the patient's physical 
changes and changing emotional outlook? 

These are some of the practical, down-to-earth 
questions that will be answered by two practical, 
down-to-earth authorities—both on the faculty of 
Temple University Medical School and both al- 
ready familiar to everyone who attended the San 
Francisco meeting. O. Spurgeon English, M.D., 
head of the Department of Psychiatry at Temple, 
will be remembered for his comprehensive discus- 
sion of “Personality Growth and Development” 
last March. We can expect him to make “The 
Teen-Agers” much more intelligible and less dis- 
maying than they are to most of us today. 

Dr. Richard Kern, Professor of Medicine at 
Temple, will be equally well remembered for his 
delightfully penetrating analysis of “Our Geriatric 
Patients,” at the San Francisco meeting. (That 
lecture has already become almost a classic in its 
field.) Probably no other teacher in the country is 
as well equipped to interpret the maze of emo- 
tional, organic, and glandular readjustments that 
every general physician encounters among his pa- 
tients in “The Forties.” And you may again expect 
a lecture interlarded with whimsical appreciation 
of life’s mellow side—a talk refreshingly free from 
academic classroom stuffiness. 


The Wives Are Invited 


As was the case at the opening session last 
Spring, every doctor is urged to bring his wife to 
this Monday afternoon program. The ladies will 
spend an interesting and entertaining two and one- 
half hours—instructive, too, for it is a program de- 
signed to further strengthen the husband-wife 
teamwork that lies behind the successful practice 
of every good family doctor. 

Just tell your wife, tonight, that you have a date 
with her in Atlantic City on March 24, 1952. 


ANSWER 
A 
MENOPAUSAL HYPE 


RTENSION 


TOLANATE 


INOSITOL HEXANITRATE 


Tolanate—inositol hexanitrate—has been found especially 
useful in the hypertension of the menopause, a condition so 
frequently complicated by obesity and by nervous irritability. 

The vasorelaxant effect of a single 10 mg. dose of Tolanate 
is maintained over a period of four to six hours. By proper 
spacing of each individual dose, the continuous hypotensive 
action of Tolanate leads to sustained, day-long and well-into- 
the-night control of the blood pressure—with virtually com- 
plete freedom from ‘“‘nitrite headache.”’ 

Tolanate with Phenobarbital is especially useful in the treat- 
ment of menopausal hypertension because, by the added 
sedative action, the unfavorable effect of menopausal anxiety 
and emotional lability on the hypertension is reduced. 

Dosage: The average dose of Tolanate is one tablet (10 mg. 
of inositol hexanitrate) three or four times daily. 

The average dose of Tolanate with Phenobarbital is one 
tablet (10 mg. of inositol hexanitrate and 16 mg. [% gr.] of 
phenobarbital) three or four times daily, the amount being 
limited by the degree of sedation desired. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 East 42nd Street, New York, N. Y. 
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1952 Scientific Assembly Program 


Monday—March 24 


Tuesday—March 25 


Wednesday—March 26 


Thursday—March 27 


The Problem Drinker 


Who and Why 
Seldon D. Bacon, Ph.D. 


REGISTRATION 


Medical Management 
Harold Lovell, M.D. 


Progress in Medicine 


Recent Advances in 
Physiology 


Julius H. Comroe, M.D. 


Orthopedic problems 
Poliomyelitis in 
Childhood 


Wm. T. Green, M.D. 


OPENING OF 


Rehabilitation 


Mr. W. G. W. 
(Alcoholics Anon) 


Recent Advances in 
Diagnosis 


Wallace M. Yater, M.D. 


Painful Neck and 
Shoulders 


J. Albert Key, M.D. 


SCIENTIFIC AND 


RECESS TO VISIT TECHNICAL AND SCIENTIFIC EXHIBITS 


TECHNICAL 


EXHIBITS 


The Problem Drinker | 


Rt. Rev. Clinton S. Quin, D.D., 


Geo. H. Gehrmann, M.D. 
Milton G. Potter, M.D. 
Seldon D. Bacon, Ph.D. 


Progress in Medicine 
Recent Advances in 
Therapy 
John C. Krantz, Jr., M.D. 


Orthopedic problems 


Painful Low Backs 
David M. Bosworth, M.D. 


Harold Lovell, M.D. 
Mr. W. G. W. 
Andrew S. Tomb, M.D. 


Moderator 


Research Trends 
Cyril M. MacBryde, M.D. 


Painful Feet 
Rex Diveley, M.D. 


Call to Order—Welcomes 


1:00—1:30 


RECESS FOR LUNCH 


You and Your Public 
John W. Cline, M.D. 


Obstetrics—1952 
Emotional Problems 
of Pregnancy 
Robt. B. Greenblat, M.D. 


Louis B. Seltzer 
Rollen Waterson 


J. S. DeTar, M.D. 
Moderator 


Stress Reactions in 
Health and Disease 


Hans Selye, M.D. 


Analgesia and 
Anesthesia 


Eduard B. Touhy, M.D. 


Delivery Techniques 
Morris E. Davis, M.D. 


Practical Applications 
in General Medicine 


Jerome W. Conn, M.D. 


RECESS TO VISIT TECHNICAL AND SCIENTIFIC EXHIBITS 


Problem Ages 


Teen-Agers 
O. Spurgeon English, M.D. 


The Forties 
Richard Kern, M.D. 


Treatment and Mis- 
treatment of Anemia 


Walter Dameshek, M.D. 


Information Please 
Julius H. Comroe, M.D. 
Wallace M. Yater, M.D. 
John C. Krantz, Jr., M.D. 
Cyril M. MacBryde, M.D. 
Hans Selye, M.D. 

Jerome W. Conn, M.D. 


Harry Gold, M.D., Moderator 


SESSIONS CONCLUDE 


AT 12:00 A.M. 


THURSDAY 


HOUR 
3 9:00 
10:00 
| 
} 
12:00 
1:30 
1:30 
% 2:00 
2:30 
= 3:00 | 
4:00 
| 
4:00 
4:30 
5:00 | 
; 
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Hotel Reservations at Atlantic City 


1952 Annual Scientific Assembly 


AMERICAN ACADEMY OF GENERAL PRACTICE 


Convention Hall—March 24-27—Atilantic City, N. J. 


® A Housing Bureau has been organized for the 

Annual Scientific Assembly of the AMERICAN 
ACADEMY OF GENERAL PRACTICE, March 24-27, 
1952, in Atlantic City. Since all requests for rooms 
are handled in chronological order, it is recom- 
mended that you sent in your application IMMEDI- 
ATELY. 


ln making hotel reservations, please use the blank 
below. In writing for reservations indicate your first, 
second, third, fourth, fifth, and sixth choice of hotels. 


A limited number of rooms are available at the 
Headquarters Hotel. Therefore, it is impossible to 


accommodate other than national officers, two dele- 
gates from each state chapter, and distinguished 
guests in the Chalfonte-Haddon Hall Hotels. Officers 
of state chapters and others will be required to make 
individual requests which will be handled in regular 
chronological order. 


All reservations must be cleared through this 
HOUSING BUREAU. Please give DEFINITE DATE and 
approximate hour of ARRIVAL, as well as DEPART- 
URE, and list the names and addresses of ALL per- 
sons who will occupy the rooms requested, and the 
type of accommodation desired. 


You will receive confirmation direct from the hotel accepting the reservations when made. 


AAGP HOUSING BUREAU 
16 Central Pier 
Atlantic City, N. J. 


MAIL TO: 


Single rooms are limited 


in number. Please arrange to occupy 


twin-bedded rooms if possible. 


Please reserve the following: (See list of Hotel Rates) 


First Choice 


d Choice 


Third Choice 


Fourth Choice 


Arriving Atlantic City 


Rooms will be occupied by: 
Name 


Street Address 


(Please Attach List of Additional Names, If Necessary) 


A.M. 
TODAY 
| 
| 3% 


HOTEL RATES IN 


ATLANTIC CITY 


Map Rooms with Bath 


No. Boardwalk Hotels 
37 Ambassador, Boardwalk at Brighton... ..$6.00-11.00 
19 Apollo, Boardwalk at New York......... ~weme 4.00- 6.00 
1 Breakers, Boardwalk at New Jersey... 5.00- 9.00 


9-10 Chalfonte-Haddon Hall—No rooms available. 
Reserved for Congress of Delegates. 6.00-14.00 


28 Claridge, Boardwalk at Park. 7.00-15.00 
33 Dennis, Boardwalk at Michigan... 6.00- 8.00 
32 Marliborough-Blenheim, Boardwalk at Park... 6.00- 9.00 
15 Mayflower, Boardwalk at Tennessee... . 5.00- 6.00 
14 New Belmont, Boardwalk at Ocean. 4.00- 5.00 
40 President, Boardwalk at Albany. 5.00-10.00 
36 Ritz-Carlton, Boardwalk at Iowa. .. 6.00-12.00 
2 St. Charles, Boardwalk at St. Charles... 5.00-12.00 
5 Seaside, Boardwalk at Pennsylvania... .. 6.00-11.00 
34 Shelburne, Boardwalk at Michigan... 6.00-16.00 
26 Traymore, Boardwalk at IIlinois 6.00-14.00 


Single 


Double 
$8.00-14.007 
6.00-10.00 
7.00-14.00 


8.00-18.00T 
10.00-18.00 
9.00-16.007 
9.00-18.00f 
7.00-12.00¢ 
6.00-10.00 
8.00-14.00t 
8.00-14.00f 
7.00-14.00 
8.00-14.00t 
9.00-18.00t 
8.00-18.007 


Rooms with Bath 


Avenue Hotels Single 
21 Boscobel, Kentucky near Boardwalk._.___.$3.00- 4.00 
lla Carolina Crest*, N. Carolina near Boardwalk 5.00- 7.00 
4 Clarendon, Virginia near Boardwalk... 5.00- 6.00 
7 Colton Manor, Pennsylvania near Boardwalk... 5.00- 9.00 
17 Columbus, Pacific at St. James Place. 
29 Crillon*, Pacific at Indiana. 
30 Eastbourne, Pacific at Park Place... 
16 Flanders, St. James near Boardwalk... . 5.00 
6 Holmhurst, Pennsylvania near Boardwalk... 
23 Jefferson, Kentucky near Boardwalk me 6.00 
24 Kentucky, Kentucky near 
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Double 

$6.00- 7.00 
7.00-10.00 
7.00 

7.00-12.00 
6.00- 8.00 
8.00-10.00 
7.50- 8.00 
7.00- 9.00 
7.00- 8.00 
7.00-10.00 
6.00- 7.00 


JARYLAND AVE 


PACIFIC AVE 


IRGINIA AVE 


INNSYLVANIA AVE 


Bll 


PACIFIC AVE 


q 


ia 


AVE.» 


a 


ALK 


3 
2 
> 
< 
a 


IEREIGN AVE 


ATLANTIC AVE. 


PACIFIC AVE 


U 


aa 


A 


Street plan of Atlantic City, showing 
location of Housing Bureau hotels. 


Rooms with Bath 
Single Double 


8.00 8.00-14.00T 
6.50- 8.50 
7.00-10.00 
7.00 

7.00-10.00 
7.00 

6.00-10.00 
7.00-12.00 
6.00- 7.00 


Map 
No. Avenue Hotels 


11 Lafayette, N. Carolina near Boardwalk... 

18 Lexington, New York near Boardwalk 

25 Madison, Illinois near Boardwalk 

20 Monticello, Kentucky near Boardwalk......... 
Morton, Virginia near Boardwalk..................... 
Penn-Atlantic, Bacharach and S. Carolina 
Runnymede, Park near Boardwalk 7.50 
Senator, S. Carolina near Boardwalk... 7.00 
Sterling, Kentucky near Boardwalk... 4.00- 5.00 

The above rates are subject to 3% Municipal Tax 

*Rate Includes Breakfast. 
+ Parlor Available. 


7.00 


CONNECTICUT AVE \ 
> NEW JERSEY AVE \\ 
\\ 
DELAWARE AVE \ \ 
C3 
ies 
\\ 
| 
N. CAROLINA AV 9 
4 
TENNESSEE AVE CENTRAL 
NEW YORK AVE 
| 
KENTUCKY AVE 
WLLINOIS AVE i} 
| 
MISSOUR! AVE 
MISSISSIPPI AVE 
ill 
4 
| 
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Sure as sundown 


New York Central overnighters go weather or no! 


Skyways and highways may be storm-swept. It doesn’t 
matter. Not to you! 

Whatever city you're in or bound for on New York 
Central . . . there’s an all-weather Dieseliner to take you, 
with an overnight vacation on the way. So step aboard 
and rest assured! 


Assured of air-conditioned climate, ample room to roam. 


New York Central 


Assured of tempting, freshly prepared meals in the din- 
ing car... refreshments and sociability in the lounge. 
Assured of a perfectly appointed room . . . a big, soft 
bed . . . and a smooth Water Level Route, made for 
slumber. 
Assured that you'll keep those distant dates tomorrow 
... with a certainty no other travel can match! 


NEW YORK 


SYSTEM i 


The Water Level Route—You Can Sleep 


NEW YORK CENTRAL IS PROUD TO SERVE 
YOU ON YOUR CONVENTION TRIP 


| 
. 
a 2 
{i 
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To the Atlantic City General Assembly . . . 


Special ns 


For your convenience and pleasure! 


March 18. Depart en route Atlantic City and the 1952 
Scientific Assembly via New York Central and C. & O. 
Railroads. Renew acquaintances, meet new friends as we 
travel toward White Sulphur Springs. 


March 19. Arrive White Sulphur this morning and 
transfer to the GREENBRIER HOTEL for the day. 
Breakfast, luncheon and dinner at this magnificent resort. 
Riding, golfing, swimming. The entire party has been 
issued membership in exclusive OLD WHITE CLUB. 


March 20. Arrive Williamsburg in time for breakfast. 
Visit Jamestown, Yorktown, and Williamsburg—all im- 
portant landmarks in history. 


March 21. Arrive Washington, D. C., and transfer to 
renowned MAYFLOWER HOTEL for breakfast. A drive 
of the city this afternoon. 


March 22. Visit Mount Vernon, returning to Arling- 
ton Cemetery to see the Tomb of the Unknown Soldier. 


March 23. Time for religious services before departure 
en route Atlantic City. Upon arrival Atlantic City, trans- 
fer to CLARIDGE HOTEL, chosen for its fine location 
and facilities. 


March 24-27. Assembly activities. 


March 27. Late afternoon departure en route New 
York City. Transfer to famous BILTMORE HOTEL 
upon arrival. 


March 28. Drive of Upper and Lower Manhattan. 
Dinner party at smart COPACABANA. 


March 29. Day open. Tickets for Radio City Tour for 
those desiring. Theatre tickets for evening. 
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March 30. Depart New York in late afternoon en route 
home cities, travelling along scenic Hudson River Route. 


Sample Fares: The following fares per person are based 
on two to a bedroom. Other types of Pullman accommo- 
dations and rates from home-city to home-city upon re- 
quest. 


From Chicago: $346.75 
From St. Louis: 365.60 
From Kansas City: 382.80 


Fares Include: All transportation; Pullman; taxes; choice 
double rooms in finest hotels; sightseeing as outlined; all 
breakfasts and all meals at GREENBRIER; transfers of 
passengers and luggage; membership in OLD WHITE 
CLUB; dinner party at COPACABANA; theatre tickets 
in New York, etc., etc. 


Note: Special arrangements have been made for Dele- 
gates and State Representatives who need to arrive 
Atlantic City March 22nd. 


Be assured of choice space . . . make early reservations. 


American Academy of General Practice 
406 West Thirty-Fourth Street 
Kansas City 2, Missouri 


Please reserve accommodation for my party of ( 


Attached is my check for ($ 


). We desire 
the following Pullman accommodations: 
) representing deposit of 
$50.00 on each reservation and which is to be applied on total 


All Arrangements by Lee Kirkland Travel, Kansas City, Mo. 
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ent) the aged, the patient 


with fatigue — in palhit e Gerone. 


Two-fold because Gerone provides 

sulfate, the antidepres nq of chfice 
. more potent! 2:3 and less toxi 

vitamin supplementation, to combat nutritéonal 

inadequacy. Each teaspoonful (54c) of Gerone 

contains: dextro- ‘0 mg.; 


chloride 0.5 mg.; calcium pant 


Usual Dosage: One or two teaspoonfuls (5-10 cc. 
three times daily immediately after meals. 


Clinical Samples available on request. 


. Myersen, A: J. Nerv. and Ment. Dis. 105:598 
(June) 1947. 

. Barnett, S. E.: Eye, Ear, Nose and Throat 
Monthly 29:19 (January) 1950. 

. Schulte, J. W.: Reif, E. C.; Bacher, J. A. Jr.; 
Lawrence, W. S., and Tainter, M. pb: J. Pharma- 
col. and Exper. Therap. 71:62-74 (Jan. ) 1941. 

4. Loofbourow, D., and Palmer, R. S.: M. Clin. 
North America 33: 1269 (September) 1949. 

. Gelvin, E. P.: and McGavack, T. H.: New York 
State J. Med. 49:279 (Feb. 1) 1949. 
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J. P. Sanders, M.D. 


One of the most controversial subjects in medicine 
for the past number of years has been the medical 
and surgical care of the veterans of the past wars. 
More criticism has been raised and more defense 
has been made of this than probably any other 
services of the armed forces. 

For the purpose of our discussion, we must con- 
sider that service-connected disabilities of whatever 
sort should be cared for at government expense, 
regardless of whether they were injured in battle 
or in the line of duty on this side. It is apparent to 
all that it should be the federal government's re- 
sponsibility to take care of these men. Then, there 
are three other classes: the tuberculous patient, the 
mentally ill patient, and the chronically ill patient 
who should be taken care of whether there is any 
service connection or not. These three classes of pa- 
tients eventually become such a burden on the fam- 
ily, the community, or the state that very few will 
deny the responsibility of the government in caring 
for them. 


Why Not Home Care? 


It has been found through experience in treat- 
ing most patients that “home care” is preferable to 
that away from home. If the patient can be kept in 
his home community, have his family doctor care 
for him, and his family and loved ones close by 
him, it is generally considered that he will improve 
much more rapidly than he would away from 
home. The home-care environment is almost in- 
variably cheaper than the cost away from home. 
Medical costs in Veterans Administration’s hos- 
pitals as compared with local hospitals have been 
discussed pro and con for years. The approximate 
cost per day per patient has been thrashed about, 
depending largely upon what the discussant wanted 
to prove. For example: if he wanted to prove that 
the Veterans Administration’s hospital care costs 
less than home care, the basis for this discussion 
was the cost for full-time doctors, full-time nursing 
care, the auxiliary members’ care, and drugs. He 
left out the secretarial help, the hospital overhead, 
the depreciation and maintenance, and other items 
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A MESSAGE FROM THE PRESIDENT: 


VETERANS ADMINISTRATION ’S 
HOSPITAL CARE 


that should enter into the cost per day per patient. 
But the general opinion, especially of the medical 
profession, is that the cost in Veterans Administra- 
tion’s hospitals is greater than the cost in private 
institutions. 

The home care of the patients cuts out all cost 
in travel. This is itself in many cases a considerable 
item. We see patients sent from one hospital to an- 
other, sometimes clear across the country. Fre- 
quently an attendant has to be provided. If the pa- 
tient were cared for at home, this expense would 
be avoided. 

Frequently unnecessary laboratory and x-ray pro- 
cedures are carried out simply because the patient 
complains of vague ailments. The family doctor 
would know whether this was actual or imaginary 
and whether the examination was necessary. 

Home medical care of the veteran would be 
more satisfactory to the patient and to his family 
than care in one of the Veterans Administration’s 
hospitals away from home. 


Development of VA Hospitals 


The Veterans Administration began to assume 
the responsibility of hospital care for veterans after 
World War I. It built new hospitals, acquired 
equipment and personnel,-and assumed larger and 
larger responsibility forthe care of the veteran. 
The medical profession and the service men all 
over the country fouhd many faults. The hospitals 
were poorly run. The services were poor, and in 
general the work was very unsatisfactory. 

On August 15, 1945, General Bradley was put 
in charge of the Veterans Administration. General 
Hawley and Dr. Paul Magnuson were given the 
job of “face lifting.” They adopted the “home care” 
policy. They also attempted to make the VA hos- 
pital a part of a teaching institution whenever they 
were close enough to a medical school to make that 
possible. In general they raised the standards of the 
medical personnel in the hospital itself. Their ef- 
forts were highly successful, and the changes were 
welcomed by the medical profession and the pa- 
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MEANS EARLY RETURN TO 
NORMAL ACTIVITIES 


Continuity of treatment with well-tolerated 
CHLOROMYCETIN produces a rapid clinical 
response in a wide variety of bacterial, viral, 
and rickettsial diseases. Convalescence is 


smooth, and an early return of the patient to 


his normal activities may be anticipated. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) 
is supplied in the following forms: 


CHLOROMYCETIN Kapseals,® 250 mg., bottles of 16 and 100. 
CHLOROMYCETIN Capsules, 100 mg., bottles of 25 and 100. 
CHLOROMYCETIN Capsules, 50 mg., bottles of 25 and 100. 


CHLOROMYCETIN Ophthalmic Ointment, 1%, % ounce 
collapsible tubes. 
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tients as well. The medical care of the patients im- 
proved all over the country. But after these men 
were replaced last year, deterioration began. It 
seems now that we might be headed for the same 
old conditions that existed before the time of Brad- 
ley, Hawley, and Magnuson. 


A Powerful Bureaucracy 


Since the early twenties, the VA has grown from 
nothing to a billion dollar government monoply. 
In 1949, the total personnel amounted to 195,000 
people, about 114,000 were employed by the De- 
partment of Medicine and Surgery. Salaries and 
operating expenses accounted for $870 million with 
$582 million going for medicine and surgery alone. 
The total number of beds in all VA hospitals has 
grown from 59,637 beds in 1940 to 116,700 in 
1950 with 50,889 beds in general hospitals; a net 
gain of 57,063 beds. There were 3,300 beds stand- 
ing vacant in 1950, and the VA has authorization 
for the construction of another 11,000 beds. The 
cost of construction of VA hospitals varied from 
$20,000 to $51,000 per bed, whereas the private 
hospitals were built at a cost of about $16,000 per 
bed. The average length of stay in general hospitals 
in 1950 was: 


Independent or partnership .................. 5.4 days 


Since the total cost of hospital care per patient 
depends so much upon the length of stay in the 
hospital, the cost of the federal government for the 
care of the patient is approximately four times that 
of a nonprofit or independent hospital. The further 
removed the patient is from the source, the higher 
the cost. 


VA Hospital a Monument to Community 


Many times the VA hospital has been built in 
the community because the Chamber of Commerce 
and the congressman have been overzealous in 
getting such an institution in their community. 
Once the decision has been made and the site 
chosen all efforts are bent toward building the 
finest institution that can be erected. Usually no 
attempt is made to see that a VA hospital is needed 
in that area. Little attention is given to the ability 
of the local medical profession to provide the medi- 
cal services needed, and less effort is made to find 
out if auxiliary personnel is available. 

The congressman from that district works with 
his friends in Congress to get this building pro- 
gram put through. This, of course, is in connection 
with the local Chamber of Commerce and other 
interested citizens of the community. Therefore 
the edifice stands as a monument to their intensive 
efforts and with little regard to its need. 

It occurs to this writer that if the “home town 
medical care” was resorted to, many of the non- 
service disabilities now taken care of (about 70 
per cent over the country) would largely be 
avoided. One group in particular, the alcoholics 
(who probably did very little for the war effort 
during their period of military service) would be 
turned down in this home care plan. The actual 
government expenses would be much lower and 
the veteran would get much better medical care. 

Except for the tuberculous patient, the mentally 
ill, and other chronically ill patients, this author 
would suggest the following: that all Veterans Ad- 
ministration hospitals be either closed or turned 
over to local groups for operation. The following 
inscription should be put above their doors: (To 
the honor of the Chamber of Commerce and to 
John Doe, Congressman from this district.) 

—J. P. Sanpers, M.D., President. 


HELPFUL FELLOWS 


Dr. R. Winston writes in the British Medical Journal for July 29, 1950: “I persist mulishly 


in thinking that general practice has its delights, as well as its miseries, its triumphs as well as its 


failures, and that doctors have been known on occasion to help their patients.” 
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ATIENT 


RUTAMINAL* provides the extra protec- 

tion of rutin and ascorbic acid...insupport Borderline. Capillaries show 

of the cardiotonic action _of aminophyl- dation. Incipient papilledema. 


line, and the sedation of phenobarbital. 


Normal. Capillaries clearly 
defined; no transudation, 
hemorrhage, or papilledema. 


Abnormal. Capillaries tor- 
tuous, with areas of hemorrhage 
and transudation. Papilledema. 


RUTAMINAL... 


*RUTAMINAL is a trademark of Schenley Laboratories, Inc., SCH E N LEY LABO RATO RI ES, | N oa 


and designates exclusively its brand of tablets containing 
rutin, ascorbic acid, aminophylline, and phenobarbital. LAWRENCEBURG © INDIANA 


© Schenley Laboratories, Inc. 
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More Physicians, Hospitals Urged for Farm 
Areas During M.U. School Site Controversy 


Durinc Missouri's contro- 
versy over location of a four- 
year state medical school, 
long-hoped-for plans of hav- 
ing more doctors and hos- 
pitals in farm areas got a 
shot in the arm from wit- 
e; nesses testifying in a Sep- 

tember meeting at Jefferson 

City. 

Leading advocate at the meeting for furthering 
the cause of physicians in rural sections was Dr. 
Melvin Casberg, Dean of the School of Medicine 
at St. Louis University. Dr. Casberg, a GP con- 
tributor in the October issue, selected Kansas City 
as his choice for the Missouri University Medical 
School site. 

In explaining his support of Kansas City he said, 
“One way to get doctors to rural areas is not to put 
the medical school in a predominantly rural area.” 

Dr. Casberg said he had observed that most 
students from rural areas who study medicine in a 
big city school desire to practice in small towns and 
rural areas. 

“What attracts them back home is not a rurally- 
located medical school, but hospitals located in 
smaller cities,” he said. 

The St. Louis University dean cited Kansas as 
an example; for while Kansas University’s medical 
school is in a city on the eastern edge of the state, 
graduates are going back to the smaller towns as 
hospitals are built in them. 


The New York Times, Other Papers Report 
St. Louis Emergency Call Service Success 


The New York Times for September 2 reported 
on the success which the St. Louis (Missouri) 
chapter's Emergency Call Service has achieved dur- 
ing its first year of operation. 

Comprised of 120 volunteer doctors, the service 
has responded to 300 emergency calls according to 
the Times article. 

In another story, a United Press release carried 
by the Fall City (Nebraska) Journal, it was re- 
ported that the calls have encompassed a variety of 
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Lure Doctors to Rural Areas by Building More Hospitals—Casberg 


ailments ranging from premature childbirth and 
heart attack to narcotic addiction and acute alco- 
holism. 

The UP story included, “The bill averages $5, 
the accepted fee under chapter rules, but it ap- 
pears that some people don’t consider life worth 
that much. One doctor, who maintains he isn’t 
ready to give up his voluntary work, was handed 
$1 a few moments after delivering a new baby.” 


General Practice Clinic for Outpatient 
Section of John Gaston Hospital Opens 


A new Family General Practice Clinic was opened 
September 27 in the outpatient department of John 
Gaston Hospital, Memphis, Tenn., by the Uni- 
versity of Tennessee College of Medicine and the 
hospital’s board of trustees. 

Dr. Paul S. Williamson, general practitioner 
from Vernal, Utah, is director of the new clinic. 

“Family practice” is stressed, according to Dr. O. 
W. Hyman, vice president of the medical units 
and dean of the College of Medicine. 


Poliomyelitis Consultation Service 
Carried on by Wisconsin Physicians 


A SPECIAL committee on poliomyelitis in Wiscon- 
sin this summer arranged to have many members 
of the Wisconsin State Medical Society render con- 
sultation service to confirm a diagnosis of suspected 
polio as a means of saving time—possibly a vic- 
tim’s life. 

Besides members of boards of internal medicine, 
pediatrics, neurology, and orthopedic surgery, many 
general practitioners agreed to serve. Included in 
this group was Dr. E. L. Bernhart of Milwaukee, a 
member of A.A.G.P. Commission on Education. 


Erie County Chapter President’s Speech 
Carried in New York Medical Journal 


Tue speech of Dr. Max Cheplove of Buffalo, presi- 
dent of the Erie County (New York) chapter, 
which he presented at the 145th Annual Meeting 
of the Medical Society of the State of New York 
at Buffalo, is carried in a recent issue of New York 
State Journal of Medicine. The title of his speech 
was “The General Practitioner's Viewpoint.” 
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(@) OD NIGHT Restful sleep within 15 to 30 


minutes .. . induced by Twin- 
BaRB’'s shell of pentobarbital 
sodium (14 gr.), sustained by a 
delayed release of enteric- 


coated phenobarbital (1 gr.) 


hood of “hangover” 
—thanks to TWIN-BARB's unique 
tandem action and carefully 
adjusted barbiturate balance 


TRADEMARK 
PENTOBARBITAL + PHENOBARBITAL 


a new 
TWIN-ACTION 
sedative of 

unique construction 


Pentobarbital 
Enteric Coating 
Phenobarbital 


SUPPLIED: Bottles of 100 and 
1000 round, blue tablets. 


) B. F. ASCHER & COMPANY, INC. 
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General Practitioners’ Symposia in 
Progress at California Medical Center 


A series of evening symposia in medicine began 
September 10 at the University of California Medi- 
cal Center and will continue each Monday evening 
through November 26. These exercises for general 
practitioners are sponsored by the University of 


California’s School of Medicine. 


Postgraduate Psychiatry Courses Offered 
At Stanford and University of Colorado 


Tue third annual postgraduate course on Psychia- 
try for the General Practitioner was offered at the 
University of Colorado Medical Center, July 26-28. 
The course dealt with prevalent psychiatric con- 
comitants in general practice with emphasis on 
psychotherapy. The practical nonspecialized aspects 
of psychiatry in general medicine were emphasized. 

Another psychiatry course for general practition- 
ers was held in September at Stanford University 
School of Medicine. There were case representa- 
tions and panel discussions. The course was limited 
to 25 general practitioners. 


American Trudeau Society Invites Entries 
Of Scientific Papers for Meeting in May 


American Trupeau Society, medical section of 
the National Tuberculosis Association, has invited 
the submission of scientific and clinical papers for 
presentation at its next annual meeting, which 
will be in Boston on May 26, 1952. 

These papers, which may include abstracts 
limited to 300 words, may be on clinical or sci- 
entific aspects of tuberculosis or nontuberculous 
respiratory and cardiac disease. All entries will be 
reviewed by the Medical Sessions Committee, and 
the most interesting ones will be selected for read- 
ing at the meeting. 

Papers must reach the Chairman, Medical Ses- 
sions Committee, American Trudeau Society, 1790 
Broadway, New York, N. Y., not later than Jan- 
uary 1, 1952. 


illinois Conference Opens with Talk 
On Education in General Practice 


Srantey Otson, dean of the University of Illinois 
College of Medicine, spoke on the “Viewpoints of 
Medical Education of Interest to the General Prac- 
titioner,” at the opening session of a postgraduate 
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conference held September 27 in Decatur, Illinois. 

The conference was arranged by the Postgradu- 
ate Education Committee of the Illinois State 
Medical Society, in co-operation with the Illinois 
University College of Medicine. 


General Practitioners Attend Oregon’s 
Postgraduate Gastroenterology Courses 


A POSTGRADUATE program on Gastroenterology 
especially designed to meet the needs of physicians 
in general practice was held October 22-26 at the 
University of Oregon Medical School in Portland. 

Included in the five-day program was a lecture 
by Dr. Abraham Aaron entitled “Interpretation of 


Jaundice in General Practice.” 


Northwest Medicine Names Dr. Herbert 
L. Hartley to Editor-in-Chief Post 


Dr. Hersert L. Harter of Seattle has been 
named editor-in-chief of Northwest Medicine, ofh- 
cial publication of the state medical associations of 
Washington, Oregon, Idaho, and Alaska. 

Dr. Hartley, who has practiced in Seattle for 
19 years, is a member of GP’s Publication Com- 
mittee. He succeeds Dr. Clarence A. Smith as 
chief of Northwest Medicine. Dr. Smith, who 
helped found the journal in 1901 and who ob- 
served his 90th birthday in January, was named 
editor emeritus. 


General practitioner, Dr. Herbert L. Hartley, is 
new editor-in-chief of Northwest Medicine. 
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SELECTIVE PHYSIOLOGIC DEBRIDEMENT 


Tryptar, a dramatic advance in general practice and 
surgery, for the first time provides SELECTIVE 
PHYSIOLOGIC DEBRIDEMENT of surfaces cov- 
ered with necrotic tissue and pyogenic membranes. 


Tryptar digests, selectively, only non-viable cells 
and tissues, and is completely innocuous for living 
tissue. Debridement of superficial ulcerations with 
Tryptar is accomplished within hours. Healing of 
lesions is induced by removal of local obstacles and ‘ 
promotion of the humoral defense mechanisms of 

the body. When surgery is indicated, Tryptar cre- 

ates a clean operative field, greatly reducing the 

surgical risk in conditions inaccessible to antibiotics. 

Tryptar causes neither local nor antigenic reactions 

and is non-sensitizing. 

INDICATIONS: Varicose ulcers, osteomyelitis, diabetic 

gangrene, sinuses and fistulae, decubitus ulcers, sub- 

cutaneous hematomas, carcinomatous ulcers, soft 

tissue abscesses, second and third degree burns, 

empyema and amputation stumps. 

SUPPLIED: Tryptar is supplied in One-Million-Unit 

shelf cartons consisting of 4 vials of Tryptar, each con- 

taining 250,000 Armour Units (250 mg.), with 4 vials 

of Tryptar Diluent. A package containing plastic 

adapters is supplied for use with powder blowers. 7 


WET DRESSING... 


THE ARMOUR LABORATORIES CHICAGO 11, ILLINOIS 


world-wide 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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Five Hours Study Credit Earned by 
General Practitioners at Seminar 


Five hours of A.A.G.P. postgraduate study credit 
were received by all general practitioners who at- 
tended the one-day Obstetrics Seminar held Sep- 
tember 30 in Cincinnati. 

Southwestern Ohio Society of General Physi- 
cians, in collaboration with the University of Cin- 
cinnati College of Medicine, sponsored the meeting. 


Dr. Hodges Speaks for Blue Shield 
At Association of Medical Colleges 


Acapemy member, Dr. Francis T. Hodges of San 
Francisco, Calif., appearing for Blue Shield Medi- 
cal Care Plans, spoke at the Association of Medi- 
cal Colleges at French Lick, Ind., October 27. His 
subject was “The Relation of Prepaid Medical 


Plans to Reimbursement of Teaching Institutions.” 


Emphasis on General Practitioners 
At Omaha Midwest Clinical Meeting 


At tHE Nineteenth Annual Assembly of the 
Omaha Midwest Clinical Society, which is being 
held October 29-31 and November 1-2 in Omaha, 
Nebraska, many lectures of special interest to gen- 
eral practitioners are being given. 


“The General Practitioner's Role in the Early 
Detection of Glaucoma” by Robert H. Rasgorshek, 
M.D.., is one of the lectures to be presented at the 
November 1 program. “The Use and Abuse of 
Drug Therapy in General Practice” is one of the 
topics discussed by Dr. Arthur Grollman. 


Dr. Mosher American Heart Association 
Choice For Scientific Council Position 


Dr. Joun F. Mosuer, a member of the Commis- 
sion on Education and of the New York Chapter, 
has been appointed by the American Heart Asso- 
ciation to serve on the A.H.A. Committee on Re- 
organization of the Scientific Council. 

He is also a member of the A.A.G.P. Committee 
on Scientific Assembly. 


Pennsylvania State Medical Society 
Has One Hundred First Annual Session 


A pRoGRAM made up of symposia, lectures, and 
study groups of interest to general practitioners was 
held during the One Hundred First Annual Ses- 
sion of the Pennsylvania State Medical Society in 
Pittsburgh, September 16-20. 

Dr. Clyde L. Randall of Buffalo, N. Y., headed 
a symposium on “Obstetrics in General Practice.” 
“The Treatment of Neuroses by the General Prac- 


The recentiy completed clinic building of Dr. J. P. Sanders, president of the Academy, in Shreveport, has caused 
considerable comment, both in medical and architectural circles. The building contains 48 rooms with laboratory 
and service areas sufficient to accommodate five physicians, one dentist, and a pharmacy. Its most unusual feature 
is clearly demonstrated in the photo below. The 100-year-old water oak tree actually rises from the interior of 


the building. Ralph O. Kiper was the architect. 
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these photographs show 
a most effective way to treat 


sore throat 


Instilled intranasally, Paredrine-Sulfathi- 
azole Suspension drifts down over the 
nasopharynx and pharynx; coats infected 
areas with a soothing, bacteriostatic frost- 
ing. It is not quickly washed away, but 
clings to the throat for hours—assuring 
Pharynx before administration of prolonged bacteriostasis. ‘The Suspension 
Paredrine-Sulfathiazole Suspension is particularly effective in sore throat 
when instilled on retiring. Frequently, it 
produces bacteriostasis (and analgesia) : 
all night long. 


Smith, Kline & French Laboratories, 
Philadelphia 


Paredrine- 
Sulfathiazole 
Suspension 


After the intranasal instillation of Vasoconstriction in minutes.. - a 


be Bacteriostasis for hours 


A suspension of ‘Micraform’ sulfathiazole, 5%, in an isotonic aqueous medium with ‘Paredrine’ 
Hydrobromide (hydroxyamphetamine hydrobromide, S.K.F.), 1%; preserved with ortho- 
hydroxyphenylmercuric chloride, 1:20,000. ‘Paredrine’ and ‘Micraform’ T.M. Reg. U.S. Pat. Off. 
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titioner” was given in a lecture by Henry W. 
Brosin, M.D., Pittsburgh. 

In the special study groups, “Management of 
Prostatic Disease in General Practice” was the 
topic in the Urology section, while “Complications 
of Pregnancy and Their Management in General 
Practice” was the obstetric group’s subject. 


Virginia University Host to Virginia 
General Practitioners at 2-Day Meeting 


A CONFERENCE on Obstetrics and Gynecology for 
general practitioners was sponsored by the Uni- 
versity of Virginia at Charlottesville October 19-20. 
The program was made up of scientific lectures 
by teaching physicians from George Washington 
University, Duke University, Bowman-Gray School 
of Medicine, and Georgetown University; clinico- 
pathological conferences, and ward rounds. 


Medical News in Small Doses: 


In an August issue of J.A.M.A.’s Letters to the 
Editor department, Dr. D. G. Miller, Jr., of Mor- 
gantown, Ky., proposes that physicians itemize 
charges for each office call. . . . Dr. William A. 
Buecheler of Syracuse, N. Y., has been appointed 
to membership on the advisory panel for revision 
of the United States Pharmacopeia. . . . Alexan- 
dria, Louisiana’s Dr. James A. White, Jr., sub- 
mitted a winning gag in “Life’s Weary Moments” 
cartoon published recently in Modern Medicine. 

. The Clendening Library of Medical History 
at the University of Kansas has acquired an orig- 
inal early American portrait of Dr. Ephriam Mc- 
Dowell, the first ovariotomist. Mrs. Cyrus Cantrell 
of Kansas City, widow of Dr. Cyrus Cantrell who 
had been feted as the leading general practitioner 
of 1949 in the greater Kansas City area, gave the 
portrait to the school following her husband’s death 
early this year. . . . Dr. J. P. Sanders and other 
Academy members in Louisiana, Drs. M. C. Wig- 
inton and Guy R. Jones, have been appointed to 
special committees in the Louisiana State Medical 
Society. Dr. Wiginton was named to the commit- 
tee on Hospitals and Drs. Sanders and Jones are 
members of the Rural and Urban Health Commit- 
tee. .. . Dr. Warren Austin, Santa Barbara (Cali- 
fornia) chapter president and chairman of the 
General Practice Section of Cottage Hospital, has 
been elected Chief of Section of the Division of 
General Practice at Santa Barbara County General 
Hospital. 
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Ants in the Printer’s Plants 


THIS WE MUST SEE 


Tue University of Chicago Hospital has 
three class sessions for expectant fathers. 
Dads can now learn how to lathe babies and 
do other helpful nursery chores.—Millington 
CIll.) Weekly Progress. 


GAG WITH A SNAP ENDING 


Dr. Hatuick reported having treated Sam 
Keller, Wednesday, for a lacerated finger, 
which resulted when a poisoned dog to which 
Sam was administering an anecdote bit him. 
—Cole County (Ky.) News. 


BLONDE OR BRUNETTE? 


British medicos removed a hacksaw, drill, 
and a small wench from the stomach of a 
24-year-old Irish gardener.—Rodale (Fla.) 
Journal. 

FINISHING STROKE 


Accorp1nc to a report by Dr. Larkin, “Pap- 
py” Boggs’ ailments had been bothering him 
for several years. His death was followed by 
a heart attack last Saturday, he said.—Lindale 
(Tenn.) Sentinel. 


WHAT A BODY WON’T DO NEXT! 


UNIDENTIFIED TORSO MAY ATTEND 
RITES FOR LOCAL VICTIM.—Headline 
in Washtenaw (Okla.) News. 
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ALLANTOMIDE 


VAGINAL 


CREAM with 9-Aminoacridine 


Here are the facts! A.V.C. Improvep is specific for the treatment of 
Trichomonas vaginalis vaginitis. This statement is substantiated 


by cumulative clinical evidence. 


For example...Hensel* reports: “Symptomatic and bacteriologic 
cures were obtained in all of the 39 patients with Trichomonas vagi- 
nalis vaginitis, treated with A. V. C. IMproven. It was equally effec- 
tive in monilial vaginitis and in nonspecific vaginitis.” 


*Hensel, Hubert A. : P: duate Medici 4:293-296, October, 1950. 


Available in 4 oz. tubes, with or without plastic applicator. 


The National Drug Company Philadelphia 44, Pa. 


More than half a century of service to the medical profession . 
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GENERAL PRACTICE 


BY MAX CHEPLOVE, M.D. 


IN A TEACHING 


HOSPITAL 


Chairman, General Practice Department, Millard Fillmore Hospital 


Tue general practitioners of Millard Fillmore Hos- 
pital, Buffalo, wrote a notable chapter in the an- 
nals of their particular branch of professional serv- 
ice when they brought about the establishment, 
almost three years ago, with hospital co-operation, 
of a Department of General Practice. 

Millard Fillmore Hospital was not only the first 
among the eleven voluntary hospitals in the Buf- 
falo area to witness the organization and setting in 
active operation of a separate Department of Gen- 
eral Practice, but it was among the first in the en- 
tire state of New York to proclaim to the medical 
profession the taking of such a forward-looking 
and highly significant step. Truly, Millard Fillmore 
Hospital and its general practice group may be 
hailed as pioneers in the movement to place general 
practitioners on an equal footing with other groups. 

Formation of the Department of General Prac- 
tice at the hospital was effected with the whole- 
hearted collaboration of the hospital’s Board of Di- 
rectors, the Executive Committee, and the mem- 
bers of the active staff. The assistance rendered by 


an enlightened management to the general prac- 
tice forces toward the accomplishment of the lat- 
ter's historic objectives was of major importance. As 
the result of this splendid co-operative attitude, 
the comparatively new Department of General 
Practice enjoys the same autonomy exercised by 
other departments or sections of the hospital, and 
its structure is virtually identical with other de- 
partments. Its membership, too, includes, attend- 
ings, associates, assistants, and clinical assistants. 
The determination of eligibility for membership 
in the Department of General Practice did not pose 
any difficult problem. General practice, of course, 
is not defined or limited by law, but a good gen- 
eral practitioner should be concerned with the 
whole care of the patient in the normal environ- 
ment. We employ a common sense, practical yard- 
stick in arriving at eligibility. Every doctor who did 
not limit his practice to a particular field of medi- 
cine or surgery was deemed to be and classified as 
a general practitioner. We recognized the principle 
that general practice is, and probably always will 


Aerial view of Millard Fillmore Hospital, Buffalo, New York, which has department of general practice. 
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Well-tolerated broad-spectrum antibiotic, 
Terramycin, is now available for local therapy 
of bacterial infections of the external ear 


> potent antimicrobial action 

» rapid analgesic and antipruritic effect 
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be, just what the general practitioner makes it. The 
qualification test adopted was sufficiently strong and 
elastic enough to serve our ends effectively. 

In the interests of complete clarity and orderly 
presentation of the subject-matter, this article is di- 
vided into a series of sections, the whole forming 
a continuity which should provide a clear picture. 

Millard Fillmore Hospital is a general teaching 
hospital affiliated with the University of Buffalo 
School of Medicine. There are 473 beds and 107 
bassinets. The active staff comprises 257 physicians, 
of whom 34 are general practitioners. The hospital 
has a layman superintendent. The Board of Direc- 
tors consists of 30 members, 29 of whom are lay 
members. The president of the active staff, elected 
annually by the Board of Governors, is the 30th 
member. The Board of Directors is responsible for 
the operation of the hospital. 

The president of the active staff is not only an 
active member of the Board of Directors, but serves 
as liaison officer between the lay Board of Directors 
and the medical Board of Governors. The Board of 
Governors, or governing staff, is made up of all the 
full attendings of all the various departments. The 
Board of Governors elects the president, vice-presi- 
dent, secretary, and treasurer of the active staff. 
This Board also legislates, as its name implies. 

There is also an Executive Committee of the 
Board of Governors, appointed by the president of 
the active staff. This committee may initiate policy, 
but final determinations rest with the Board of 
Governors. The Credentials Committee, as well as 
all special committees, is appointed by the president 
of the staff. 

In regard to the general practice staff organiza- 
tion, certain procedures have been set up and are 
rigidly adhered to. The applicant is required to fill 
out a comprehensive questionnaire setting forth his 
educational background and the facts with respect 
to his internship, residency, postgraduate work, 
and also what special field or fields in which he is 
competent and qualified to engage, such as ob- 
stetrics, gynecology, internal medicine, surgery, etc. 
The applicant, likewise, is required to provide the 
names of three physicians in good standing as ref- 
erences for his professional qualifications and _pro- 
ficiency in the specified fields. 

The applicant next is evaluated by his own de- 
partment and then referred to the Credentials 
Committee for evaluation. From the Credentials 
Committee, the formal application goes to the vari- 
ous departments in which the applicant has signi- 
fied his desire to work. If, in the course of this 
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processing, any doubt arises as to the ability of the 
applicant to work in any particular department, he 
is invited to serve in that department on a tempo- 
rary basis so that his skill and judgment may be 
closely observed. In other words, the extent of the 
privileges granted the applicant is governed by his 
proven ability, by his demonstrated proficiency. 

The principal obstacle or hurdle in the teaching 
hospital for the general practitioner has always 
been summed up in the question: “What can the 
individual general practitioner do?”’—the second 
question: “What privileges should the general prac- 
titioner have; how shall they be determined?” 

At the Millard Fillmore Hospital, the general 
practice staff organization has attempted to solve 
this perplexing problem in accordance with the 
pattern outlined. It is believed that procedures and 
policies of this type are vital to the advancement 
and progress of the general practitioner, and con- 
tribute toward making better family physicians. 

Since Millard Fillmore Hospital is a teaching 
hospital, the educational program is an important 
function of the medical staff. A wide assortment of 
conferences, clinics, and presentations are available 
daily to the general practitioner for postgraduate 
study. The general practice department meets 
once every week, on Tuesday, from 10 to 11 a.m. 
for a scientific conference. The need for a well- 
balanced and continuous program of postgraduate 
instruction is recognized, as contrasted with iso- 
lated lectures or occasional sessions. Accordingly, 
it has been our department’s aim and policy to 
provide the membership with symposia or seminars 
on particular subjects, and to cover the ground thor- 
oughly as to those subjects and attending prob- 
lems. For example, the Fall-Winter postgraduate 
program began in October with a twelve-meeting 
symposium on diseases of the heart presented by 
an outstanding cardiologist and his associates. This 
will be followed by courses on pulmonic diseases 
and arthritis. Members of the general practice de- 
partment have many other specific duties and 
functions in connection with the over-all operation 
of the hospital. 

Two general practitioners from the staff are as- 
signed each month to duty with the outpatient de- 
partment. They devote two mornings of each week 
to this service. Mortality sessions are held once 
each month. The material is prepared by a general 
practitioner resident and is discussed by depart- 
ment members. General staff meetings are held 
once each month. Two general practitioners from 
the staff are assigned, on a rotating basis, for twelve 
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weeks, three mornings a week (9 to 12) at the 
Roswell Park Memorial Institute, the state hospital 
for the study and treatment of malignant diseases. 
Every six weeks, two new general practitioners are 
assigned to this service. 

General practitioners are regular attendants at 
the obstetric-gynecologic conferences held weekly 
on Thursday, 8:30 to noon, although these are not 
sponsored by the general practice department. 


Along with all the foregoing activities, the gen- ' 


eral practitioner is regularly encouraged to take on 
as much postgraduate work as possible on the the- 
ory that a well-rounded, continous educational 
program is the best method for a physician to keep 


Tuirp Annual Scientific Assembly for the New 
York chapter was held October 29-31 in New 
York City. Thirty-four of the country’s leading 
physicians were featured at the scientific meetings. 
Dr. J. P. Sanders, A.A.G.P. president, and Dr. R. 
B. Robins, president-elect, were chairmen of sym- 
posia held during the afternoon sessions, October 
29 and 31. 

New York City chapter had David Lyall of 
University Hospital as guest speaker at its scien- 
tific meeting, September 19. Dr. Lyall spoke on 
“Special Emphasis On Early Detection and Cure 
of Breast Tumors.” 

The Second Annual Scientific Assembly of the 
Nassau (New York) County chapter will be held 
November 14 in Garden City, Long Island. Guest 
speakers will be Drs. Flanders Dunbar of New 
York, Henry Bockus of Philadelphia, Hans Selye 
of Montreal, and Philip Thorek of Chicago. Dr. 
Dunbar will speak on “Personalities of Potential 
Centenarians,” Dr. Bockus’ topic will be “Peptic 
Ulcer,” Dr. Selye will talk on “Stress and the 
Adaptation Syndrome,” and “Jaundice” will be Dr. 
Thorek’s subject. 

Members of the California chapter have com- 
pleted arrangements for their Third Annual Scien- 
tific Assembly to be held November 5-7 in San 
Diego. Dr. Joseph Telford of San Diego is conven- 
tion chairman, and Dr. Lawrence R. Custer of San 
Francisco is in charge of the program arrangements. 
The congress of delegates will convene November 
4 under the leadership of Dr. Eric A. Royston of 
Los Angeles. 

The San Diego County chapter became a formal 
member of the California chapter August 14 when 
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NEWS FROM THE STATE CHAPTERS 


up to date professionally, and to advance his knowl- 
edge and skills throughout his career. Recognition 
and privileges will follow in accordance with his 
interests, effort, and demonstrated abilities. 

A two-year residency in general practice is also 
conducted: the first year is divided into internal 
medicine and pediatrics; the second year has 4+ 
months in general surgery and orthopedics, 4 
months in obstetrics and gynecology, 1 month lab- 
oratory service, 1 month radiology, urology, derma- 
tology, E.N.T., and during the last two months the 
resident serves a preceptorship under a general 
practitioner in his office and in making hospital and 
house calls. 


members adopted a constitution and by-laws and 
took final steps to divorce the group from the Gen- 
eral Practice Section of the local San Diego Coun- 
ty Medical Society. 

Dr. Myron L. Crandall of Salt Lake City was 
elected president of the Utah chapter at the annual 
business meeting held at the University of Utah 
on September 14. Other new officers are Dr. W. 
Ezra Cragun, vice president, and Dr. Earl F. 
Wight, secretary-treasurer. Drs. Val Sundwall of 
Murray, Noall Z. Tanner of Kaysville, and Leslie 
B. White of Salt Lake City are new members of 
the board of directors. 

New officers of the Washington chapter will 
take office January 1, 1952. Dr. W. E. Rownd of 
Bremerton has been elected president, and Dr. 
Quentin Kintner of Port Angeles is vice president. 
Dr. C. E. McArthur continues as secretary-treas- 
urer. New directors are Drs. Austin Kraabel of 
Seattle and Frank Hartung of Olympia. Delegates 
to the A.A.G.P. Scientific Assembly will be ap- 
pointed by the chapter’s board of directors the first 
of December. 

Louisiana chapter's new 
officers are Dr. M. C. Wig- 
inton, president; Dr. E. L. 
Carroll, president-elect; Dr. 
S. L. Gill, first vice president; 
Dr. Janie Topp, second vice 
president; Dr. J. D. Martin, 
secretary; and Dr. J. W. At- 
kinson, treasurer. Directors 
elected at the assembly in 
Baton Rouge were Drs. J. J. Massony, W. C. Hol- 
man, C. P. Lipscomb, and C. P. Herrington. Drs. 
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FOR MEMBERS OF THE A.A.G.P. 


Is House Confinement Required? 


© One of the big advantages 
of obtaining your Acci- 
dent and Sickness Income 
Insurance under the 


Group Plan sponsored by 

the Academy, is the fact 

that the policy does not 
ms require the person to be 

A. W. Breckenkamp confined within the house 
in order to draw full disability benefits. 


@A great many disability policies on the market 
require that you be confined and treated within 
your home or hospital in order to draw full bene- 
fits. Some contracts will pay full benefits only for 
a limited number of weeks if the claimant is not 
house confined, and thereafter will pay only one- 
half benefits. 


© Most of the so-called life indemnity policies are 
of this type and life indemnity could never be col- 
lected on sickness unless the ailment was of such 
a nature that it required the insured to be strictly 
confined to the house and treated therein. 


@ The Special Group Plan of Accident and Sickness 
Insurance, sponsored by the Academy and under- 
written by the Continental Casualty Company, 
never requires house confinement and never re- 
duces benefits for a disability of non-confining 
nature. All policies, of course, require that the 
insured be unable to perform the duties of his oc- 
cupation and that he be under the regular care of 
his physician or surgeon. 


@ This non-confining feature is one of the things 
that makes this contract more valuable than the 
ordinary policy—but instead of costing more, it 
actually costs you 30% to 50% less because of the 
wholesale buying power of the Academy. 


@ This is just another reason why every member 
should be enrolled under the Group Plan. 


By A. W. BRECKENKAMP, President 
Professional Men’s Insurance Agency, Inc. 


Samuel F. Ravenel of Greensboro, N. C., R. L. 
Sanders of Memphis, Tenn., Harry M. Murdock 
of Towson, Md., and Chauncey C. Maher of Chi- 
cago were guest speakers of the Louisiana chapter. 

A charter member of the womens’ auxiliaries of 
the Louisiana chapter and Shreveport Medical So- 
ciety, Mrs. J. M. Bodenheimer of Shreveport, was 
named “GP Wife of the Year” at the auxiliary ses- 
sion held during Louisiana chapter's scientific as- 
sembly in September. 

Du Page (Illinois) Regional chapter was founded 
July 27 on the 25th anniversary of the founding of 
Memorial Hospital of Du Page County in Elm- 
hurst, Ill. Dr. G. Marchmont-Robinson, chairman 
of the board of directors of the Illinois state chap- 
ter, was guest speaker at the dinner meeting. He 
also aided in the installation of the following of- 
ficers: Dr. David Olinger, president; Dr. Richard 
Bowman, vice president; Dr. Edward Brickman and 
Max Klinghoffer as co-secretary-treasurer. 

The Illinois chapter and the medical schools of 
the University of Illinois, Northwestern Universi- 
ty, University of Chicago, Stritch School of Medi- 
cine of Loyola University, and the Chicago Med- 
ical School are sponsoring postgraduate courses for 
general practitioners. Lectures began October 10 
and will continue until November 14. They will 
be resumed January 9, 1952 and will run through 
April 23. 

“Medical Jurisprudence in the Industrial Com- 
mission” was the topic of an address given by B. J. 
Knight, attorney, at a dinner meeting of the North- 
ern Illinois Regional chapter in Rockford. 

The annual meeting of the Michigan chapter 
was held at Grand Rapids, September 27, during 
the Michigan State Medical Society meeting. Dr. 
E. Clarkson Long of Detroit was elected president 
and Dr. Frederick Luger of Saginaw and Russell 
Fenton of Detroit are the new president-elect and 
secretary-treasurer respectively. New directors are 
Drs. W. B. Harm, G. B. Saltonstall and A. C. 
Stander. Dr. John Schlemer and J. S. DeTar were 
named delegates to the A.A.G.P. Scientific Assembly. 

The Michigan chapter and the Wayne county 
chapter are cosponsoring the Fifth Annual Post- 
graduate Lectures and Demonstrations which will 
be held November 7 and 8 at Henry Ford Hospital 
Auditorium in Detroit. There is no registration fee 
for members, residents or interns. 

Guest speakers at the Third Annual Assembly 
of the Mississippi chapter, which was held Sep- 
tember 19-20 in Jackson, were Drs. Louis N. Katz 
and Eric Oldberg of Chicago and Drs. Armand J. 
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Quick and Francis D. Murphy of Milwaukee. Dr. 
R. B. Robins was banquet speaker. 

The Colorado chapter held its state scientific 
meeting September 19 in Denver. Dr. Ralph V. 
Platou, professor of pediatrics and head of the de- 
partment of pediatrics at Tulane University, was 
guest speaker. 

An outstanding program on rheumatoid arthritis 
and rheumatic fever was presented at the Annual 
Scientific Seminar given by the South Carolina 
chapter and general practitioners from neighboring 
states in August at Columbia, S. C. Scientific talks 
were given by Drs. Ben Miller, Arild E. Hansen, 
Bruce Logue, John A. Boone, and John T. Cuttino. 
Dr. J. P. Sanders was banquet speaker. Newly 
elected officers are Dr. William H. Speissegger, 
president-elect, and Dr. Whitfield Cheatham, vice 
president. Dr. Hervey W. Mead was re-elected 
secretary-treasurer. Dr. R. L. Crawford was named 
delegate to the A.A.G.P. Scientific Assembly and 
Dr. Duncan Alford is a new director. 

Dr. Jeno L. Kramer, displaced physician from 
Hungary, who is now a teaching physician at 
Creighton University, Omaha, spoke on “Experi- 
ences Behind the Iron Curtain” at the September 
26 dinner meeting of the Greater Kansas City 
(Missouri) chapter. 

A postgraduate course for general practitioners 
was given by Washington University School of 
Medicine, in co-operation with the St. Louis (Mis- 
souri) chapter, during September and October. 

The speaker for the September 25 meeting of the 
St. Louis chapter was Dr. J. Arthur Myers of 
Minneapolis, Minn. His discussion included the 
indispensability of the tuberculin test, limitations 
of x-ray diagnosis, the value of mass x-ray surveys, 
diagnostic necessities, immunizing substances, and 
what to tell the patient. 

Delegates to the A.A.G.P. Scientific Assembly 
in Atlantic City from the newly organized Maine 
chapter will be Drs. Walter D. Mazzacane and 
David Ascher. 

The El Paso (Texas) chapter held its first scien- 
tific meeting September 28. Dr. Jack A. Bernard 
presented a paper on the role of a general practi- 
tioner in diagnosing early heart disease. 

Dr. James A. Mueller of Lewistown was elected 
president of the Montana chapter at its recent 
meeting in Great Falls. Other officers named by 
the chapter are Dr. J. W. Schubert, vice presi- 
dent, and Dr. Robert H. Leeds, secretary-treasurer. 
Drs. George E. Trobough, John C. Powers, and 
Dr. Arthur A. McAuley were elected directors. 
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FOR MEMBERS OF THE A.A.G.P. 


@ The matter of guaranteed 


Continuous Protection 


continuous protection un- 
der an Accident and 
Health Income policy is 
of great importance to 
members of your profes- 


sion. Many physicians 


have relied solely on in- 
dividual policies for their 
income protection only to find some years later 


C. E. Hovey 


that the Insurance Company will not renew the 
coverage. When that happens it is usually impos- 
sible for him to buy insurance from another com- 
pany because of his age or physical impairment. 
Consequently, he has no protection just when he 
needs it most. 


@ The best guarantee of continuous protection is 


given under this Group Plan. So long as this Plan 
exists, no individual member's coverage can be dis- 
continued by the company before he retires or 
reaches age 70. This feature is far more important 
to the insured than a promise to pay long-term 
indemnities subject to restrictions that make it 
almost impossible to collect and subject to discon- 
tinuance at the company’s pleasure. 


It is important that all of us fully understand 
these unusually fine features of the Group Plan 
because the better we understand it, the more en- 
rollments there will be and the more who enroll 
in this Plan, the stronger and more beneficial the 
plan will become. 


By C. E. HOVEY, Vice-President 
Professional Men’s Insurance Agency, Inc. 
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| That's the sign for SYNTHENATE TARTRATE therapy 


... for, in the early phase of coryza, this simple treatment brings gratifying, 
often dramatic relief. 


In 65% of cases complete remission ot symptoms occurs within fifteen minutes 
after injection of 1 cc of SYNTHENATE TARTRATE-Breon, when adminis- 
tered within twenty-four hours of the first sign of a cold! 


Injection is simple...relatively nontoxic... prolonged in effect. SY NTHENATE 
TARTRATE-Breon increases cardiac efficiency and frequently slows the pulse 
rate; thus it is effective without appreciably increasing the work of the heart. 
It does not cause cardiac arrhythmias, does not stimulate the central nervous 
system, does not produce signs of anxiety. 


DOSAGE: 1 cc injected intramuscularly or subcutaneously , .. repeated in 3 or 
4 hours, if required. 


SYNTHENATE 


Trademark 
TARTRATE SOLUTION 


Available at all drug stores. 1 cc ampuls 
— boxes of 12 and 25. 

Complete literature to physicians on 
request. 


George A. Breon & Co. 


Pharmaceutical Chemists © 1450 Broadway, New York 18, N.Y. 
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FOR GENERAL PRACTICE 


Tuis report is intended to provide information on 
general practice training programs; it is not in- 
tended to be a manual of standardization for ap- 
proval. The American Academy of General Prac- 
tice has definite recommendations on the type of 
training it believes most desirable for young phy- 
sicians planning to enter the general practice of 
medicine and surgery, but its policy is that the 
Council on Medical Education and Hospitals of 
the American Medical Association should be the 
sole evaluating agency for all medical education 
programs. 

The annual report of the Council is published 
in the Journal of the A.M.A. each year and con- 
tains a complete list of approved internships and 
residencies. Copies of the Essentials of Approved 
Internships and Residencies as well as forms for 
applying for approval of a program may be ob- 
tained from the Council. 

The function of the Academy is to collate and 
present the recommendations of the general prac- 
titioners and work with established medical organi- 
zations in developing improved training for gen- 
eral practitioners. 


Internships 


At the first meeting of the American Academy 
of General Practice in June, 1947, the following 
recommendations were adopted: 


1. That all hospitals having internship facilities and train- 
ing programs provide special training for doctors plan- 
ning to do general practice. 

(a) That the first year rotating internship be continued. 

(b) That a second year internship or residency be ar- 
ranged to provide the following subjects or their 
equivalent: 


(1) Three months General Surgery and Fractures. 

(2) Three months Medicine including one month 
Contagious Diseases. 

(3) Three months Obstetrics and Pediatrics. 

(4) Three months elective of any of the follow- 
ing: Clinical Psychiatry, Gynecology, Labora- 
tory, X-Ray, E.N.T., Urology. 

(c) That the second year be recognized as a residency 
in General Practice and that a suitable certificate 
be presented to the trainee for satisfactory com- 
pletion of such training. 
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INTERNSHIPS AND RESIDENCY TRAINING 


2. That a General Practice Section be instituted in the 
medical school curriculum and general practitioners 
of recognized ability be privileged to present the above 
subjects to the students. 


At the 1950 Annual Assembly, the Congress of 
Delegates adopted the following resolution: 


RESOLVED: That this group is cognizant of the fact 
that services of interns are being dissipated in some hos- 
pitals because too much of their time is devoted to non- 
clinical activities and work that is not directly connected 
with the practice of medicine. To correct this situation, 
the Commission on Education of the American Academy 
of General Practice suggests the following: An attempt 
be made to evaluate smaller hospitals which need interns 
and residents with the idea of establishing qualified and 
helpful education to these men and allow them to partic- 
ipate actively in the work of general practitioners through- 
out the nation. The Commission believes that the situa- 
tion would be materially improved if the Council on 
Medical Education and Hospitals of the A.M.A. makes 
an effort to approve general practice residencies in smaller 
community hospitals. 


Such hospitals would be required to meet the 
minimum requirements outlined in the Council’s 
Essentials for Approved Internships and Residen- 
cies. To establish and operate an approved intern 
or resident program in the smaller hospitals will 
require greater effort on the part of each member 
of the medical staff than in the large hospitals. 

A Committee on General Practice, of the A. 
M.A., in its report to the House of Delegates 
in June 1950, which was adopted, included the 
following recommendations regarding internships 
and residency training: 


The Committee commends the Council on Medical 
Education and Hospitals for its work on the development 
of general practice residencies and recommends that the 
Council make every effort to have these facilities ex- 
panded as rapidly as may be consonant with a high 
standard of training. It further recommends that the 
Council consider the utilization of the small general hos- 
pitals throughout the country. These hospitals would pro- 
vide a fertile field for training in actual practice of med- 
icine and surgery while allowing interns and residents 
to participate actively in the work of general practitioners 
throughout the nation. 

In regard to minimum training after graduation from 
medical school, the Committee feels that at the present 
time the most satisfactory requirements for graduate train- 
ing for general practitioners would be a one-year rotating 
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internship, followed by one year of general practice resi- 
dency, and continuation of postgraduate study at frequent 
intervals throughout the professional career. This is based 
on the educational philosophy that medicine is a life- 
long educational experience. It appears that a third year 
or more would be particularly suitable for the general 
practitioners who desire to become more proficient in 
one or another clinical field, such as surgery, obstetrics, 
pediatrics, or psychiatry. It would be feasible in teaching 
and university hospitals to develop a three-year residency 
program to give such continued advanced training. The 
Committee recognizes a great variety of needs of educa- 
tional experience both because of the great divergence of 
the types of communities which must be served and in 
the interests and abilities of the physicians practicing. It 
therefore feels that a rigid, fixed program for the educa- 
tion of general practitioners would be detrimental to the 
best interests of our nation. 

The Committee feels that services of interns are being 
dissipated in some hospitals, because too much of their 
time is devoted to nonclinical activities and work that is 
not directly connected with the practice of medicine. 
The Committee understands that the Council on Medical 
Education and Hospitals is aware of this problem and 
is doing its part to correct it. The Committee also be- 
lieves that this matter should be called to the attention 
of the members of the profession who are responsible for 
the educational experience of interns in hospitals. It is 
hoped that they will assume a fuller responsibility for 
the education of these young physicians and supervise 
the use of their time more carefully, so that greater 
economy of time and effort may be attained. 


The Council on Medical Education and Hos- 
pitals of the A.M.A., as of Septemeber 1, 1951, re- 
ported 10,044 approved internships in 828 hospitals, 
of which 85.4 per cent were rotating, 1.9 per cent 
were mixed, and 9.8 per cent were straight intern- 
ships, and 2.9 per cent were unclassified. 

The Council on Medical Education and Hos- 
pitals defines a rotating internship as one which 
provides supervised experience in internal medi- 
cine, surgery, pediatrics, obstetrics, and their re- 
lated subspecialties, together with experience in 
laboratory and radiologic diagnosis. A mixed in- 
ternship provides supervised experience in two 
or more, but not all of the clinical divisions 
named. A straight internship provides supervised 
experience in a single department. 

The Council has stated that a well-organized 
rotating internship provides the best basic train- 
ing for both the future general practitioner and 
the specialist. Thirteen states require completion 
of a rotating internship for licensure. The Coun- 
cil feels that only registered general hospitals, 
admitting at least 2,500 patients a year, can offer 
an acceptable rotating internship. It also rec- 
ommends that the number of interns should aver- 
age one intern to every fifteen to twenty-five beds. 


Hospitals offering rotating internships should be 
large enough to have four interns so that one may 
be assigned to each of the four major clinical divi- 
sions—medicine, surgery, obstetrics, and pediatrics. 

There were 9,398 internships offered at 799 hos- 
pitals in 1950 and 30 per cent were vacant. In 
1951 the number of positions vacant increased to 
about 32 per cent. The American Medical Asso- 
ciation, at its meeting in June, 1951, approved a 
recommendation of the Board of Trustees to ap- 
point an advisory committee on internship to the 
Council on Medical Education and Hospitals. The 
Council, with this committee, is to make an inten- 
sive study of the problem of the discrepancy be- 
tween the number of internships offered and the 
number of available candidates. 


Length of Internships 


Practically all of the internships are for twelve 
months duration. Widespread changes of intern- 
ships from twelve to twenty-four months would 
eliminate the current vacancies, but it would also 
reduce for a period of one year the number of 
new physicians entering practice. Although there 
are many medical leaders and educators who feel 
that a two-year rotating internship should be the 
minimum training after graduation, the need for 
physicians in armed services at the present time 
rules out any chance of increasing the duration 
of internships beyond twelve months for the ma- 
jority of the graduates. 

The Commission on Education feels that, al- 
though present conditions prevent any expansion 
of its recommended program of at least one year 
of general practice residency beyond the one-year 
internship, the second year of training should be 
considered as a desired goal. 

The Commission on Education believes that the 
individual member of the Academy can do much 
to implement the recommended program for ro- 
tating internships by taking a more active part in 
the medical staff functions in their hospitals. The 
development of an approved internship depends 
on the medical staff of the individual hospital, but 
the program must be organized to provide the 
training outlined in the Essentials. General prac- 
titioners should demonstrate their willingness to 
assist in an educational program for interns that 
will avoid as much as possible the tendency to use 
interns only in the capacity of trained technical 
assistants for routine procedures of limited educa- 
tional value. 
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through the menopause 


—on oral estrogen therapy 
that imparts no odor. 
10 taste, no aftertaste 


HERE are usually two factors to be 
considered in the management of the 
menopausal patient. First, her unfounded 
fears of the transition—to be erased by 
your counsel and guidance. And next, the 
physical symptoms—which may be controlled 
by SULESTREX. 

Actually, SULESTREX may be beneticial in 
both ways. As effective therapy as science has 
yet created, SULESTREX Piperazine is a pure 
estrone salt, stable and reproducible. It 
contains no urinaceous ingredients to cloud the 
breath or perspiration—a factor of considerable 
esthetic importance to her, to her husband 
and to other members of the family. 

Following a recent study of 58 standardized 
menopausal patients, Perloff! described 
SULESTREX as a “potent and effective oral 
estrogen with an extremely low incidence of 
nausea.’’ Complete control of symptoms was 
attained with 0.5 to 4.5 mg; of SULESTREX 
daily. Other studies have also shown that 
response to the drug will be constant, 
predictable and relatively free of undesirable 
side-ettects. Write for more information. 
SULESTREX, in 0.75- and 1.5-mg. uncoated 
tablets, is available at pharmacies everywhere. 


Abbort Laboratories, 
North Chicago, Illinois. 
1. Perloff, Wm. H. (1951), Treatment ot 


the Menopause. Il. American J. Ob. and 
Gyn., 61:670, March. 
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Some Examples of Internships 


UNIVERSITY OF KANSAS MEDICAL SCHOOL 
Kansas City, Kansas 

The University of Kansas Medical Center in 
co-operation with Bethany Hospital, St. Margaret's 
Hospital, and Providence Hospital in Kansas City, 
Kansas, has established a one-year internship in 
general practice which began July 1, 1948. Six 
months of this residency are at the University of 
Kansas Medical Center and two months each at 
the other three hospitals named. 

The services through which the resident rotates 
are indicated below. 
SERVICE 
1. Minor Surgery, Emergency Room and X-Ray 
2. Laboratory Services 
3. Eye, Ear, Nose, and Throat 
4. Pediatrics 
5. Internal Medicine 
6. Obstetrics and Gynecology 


UNIVERSITY OF MICHIGAN MEDICAL SCHOOL 
Ann Arbor, Michigan 


The University of Michigan, in co-operation 
with the University Hospital and other affiliated 
hospitals, established an intern and resident train- 
‘ng program for general practice in 1949. The 
program provides for a one-year rotating intern- 


ship. 


TUFTS COLLEGE MEDICAL SCHOOL 
Boston, Massachusetts 


The Tufts College Medical School, with the 
co-operation of the Bingham Associates Fund, in- 
stituted a training program for general practitioners 
in July, 1948. 

The first year consists of a rotating internship 
in hospitals affiliated with the New England Medi- 
cal Center. The second year is provided at the 
University teaching center and the program is 
arranged in such a manner that each trainee re- 
ceives a maximum of individual instruction in 
diagnostic and therapeutic medicine, surgery, ob- 
stetrics, and pediatrics. 


UNIVERSITY OF OKLAHOMA SCHOOL OF MEDICINE 
Oklahoma City, Oklahoma 


In 1949 the University of Oklahoma developed 
a plan to provide two years of training for medical 
graduates interested in general practice. The fa- 
cilities of the University Hospitals and certain 
smaller hospitals in the state are utilized in this 


program. 


GP @ November, 1951 


The first year is similar to the usual rotating 
internship except that the intern spends about 
fifteen per cent of his time in a small community 
hospital. The purpose of this is to acquaint the 
intern with practice in a small hospital and to 
give him an opportunity to become familiar with 
general practice in a small community. 

The second year is one of increasing responsi- 
bility in medicine, surgery, ob-gyn, pediatrics, and 
a certain percentage of time is devoted to surgical 
specialties, utilizing those which will be of value 
to the general practitioner. One quarter of the re- 
sident’s time will be spent outside the medical 
center in other hospitals during this second year. 
This program and the preceptorship program 
which is required of the University of Oklahoma 
senior medical student should provide excellent 
training and experience in general practice. 


UNIVERSITY OF MINNESOTA 
The Medical School, Minneapolis 

As the result of an increase in the medical stu- 
dent's interest in general practice, the University 
of Minnesota Medical School revised its intern 
program in 1947. Two-year internships were de- 
veloped which included one year of training in 
medicine and one year broken up into four-month 
periods in the following departments: Obstetrics 
and Gynecology, Pediatrics, and Surgery. The em- 
phasis in surgery is on emergencies and it also in- 
cludes uncomplicated fractures, some _proctologic 
and urologic procedures. Some interns start their 
first year in medicine and for others the program 
is reversed. 

The training program utilizes the University 
Hospitals, and the Minneapolis General Hospital, 
and seven other hospitals in Minneapolis, St. Paul, 
and Duluth. The hospitals selected have faculty 
members as well as general practitioners on the 
staff and they have approved resident training 
programs. 


MIDDLESEX HOSPITAL 
Middletown, Connecticut, 
affiliated with the 
YALE UNIVERSITY SCHOOL OF MEDICINE 


New Haven, Connecticut 

The Yale University School of Medicine and 
the Middlesex Hospital announce four one-year 
internships of a rotating character for the year 
beginning July 1, 1950, at the Middlesex Hospital. 
For those planning to enter general practice, a 
second year is available in other affiliated hospitals 
which will provide valuable experience in the 
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fields of pediatrics, psychiatry, chronic disease, re- 
habilitation, and chest diseases. 

The intern training program will be directed 
by an Educational Director nominated by the Yale 
University School of Medicine who will spend 
substantial amounts of time in the Hospital. 

Interns will have the customary clinical respon- 
sibility for in- and out-patients. There will be daily 
bedside teaching rounds and a formal teaching 
program, including clinical pathological confer- 
ences, grand rounds, x-ray conferences, and other 
exercises. Yale University faculty members and 
specially invited physicians will participate fre- 
quently in the teaching exercises held at the Hos- 
pital. Once a week interns will be expected to at- 
tend conferences held in the Yale University 
School of Medicine and the Grace-New Haven 
Community Hospital. Other educational opportu- 
nities will be available to meet the special interests 
of the interns, insofar as it is possible and prac- 
ticable to arrange them. 

Those wishing an additional year of experience 
of a kind especially suitable for the practice of 
general medicine will be given the following ex- 
perience in institutions affliated with the Yale 


University School of Medicine: 


1. Pediatrics—3 months at the Waterbury Hospital, 
Waterbury, Connecticut, a general hospital of 327 beds 
with an excellent pediatric service. 

2. Psychiatry—-3 months at the Connecticut State 
Mental Hospital, Middletown, Conn. with in- and out- 
patients. This provides in an institution of 3,122 beds 
an excellent experience and introduction to dynamic 
psychiatry useful in practice. 

3. Chronic Disease and Rehabilitation at the State 
Hospital for Chronic Illness, Rocky Hill, Connecticut. 
This 500-bed hospital is excellently equipped and staffed 
to provide training in physical medicine, rehabilitation, 
and chronic disease—an important component in the 
practice of general medicine today. 

4. Chest diseases at the Undercliff State Tubercu- 
losis Sanatorium, Meriden, Connecticut. This is a well- 
staffed modern hospital of 343 beds with a good out- 


patient service. 


BUFFALO GENERAL HOSPITAL 
Buffalo, New York 


Buffalo General Hospital has initiated a general 
practice internship, a rotating service for the bene- 
fit of interns who desire to prepare for general 
practice. Interns who, wish to go beyond the single 
year may have an additional year of rotating in- 
ternship or apply for a program of straight intern- 
ship in medicine or surgery and the residency 
program. 
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THE UNIVERSITY OF ROCHESTER 
SCHOOL OF MEDICINE AND DENTISTRY 
AND STRONG MEMORIAL HOSPITAL 


Rochester, New York 


In 1949, some two-year rotating internships were 
established at the Strong Memorial Hospital. 
These internships include six months in each of 
the following divisions: Medicine, Psychiatry, Pe- 
diatrics and Obstetrics, and Minor Surgery. 


FAULKNER HOSPITAL 

Boston, Massachusets 
The Faulkner Hospital has announced a new 
internship of two years, designed to provide op- 
timum training. Emphasis is placed on Internal 
Medicine, to which twelve months are devoted, 
with another year divided among Pediatrics, Ob- 
stetrics, and Surgery. A period devoted to Medi- 
cine and Pediatrics is to be spent at a larger teach- 
ing hospital in affiliation. The internship is an- 
nounced as being especially designed for men who 

wish to become family physicians. 


ALBANY HOSPITAL 
AFFILIATED WITH ALBANY MEDICAL COLLEGE 
Albany, New York 
For those students who desire an adequate back- 
ground for either specialization or general practice 
the Albany Hospital offers a limited number of 
two-year rotating internships. During their first 
year the interns will receive training in General 
Surgery and Surgical Specialties and in addition 
will spend three months in Neurology and Psy- 
chiatry. The second year will include Medicine, 
Pediatrics, and Obstetrics. 


Months 
First YEAR Surgery and Surgical 
9 
Neurology and Psychiatry .......... 3 
SEconp YEAR 6 
3 


BETHESDA HOSPITAL 
Cincinnati, Ohio 


Two years ago the medical staff voted that the 
intern training in this particular hospital be re- 
vised toward preparing men for general practice. 
The program is prepared by the administrative 
head of the Intern-Resident schools. It is submitted 
first to the Director of the Department of General 
Practice who has his own Education Committee. 
In addition to the usual specialist lectures in the 
separate departments, the General Practice Edu- 
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cation Committee gives a course of lectures on the 
co-ordination of such special training with general 
practice. Other lectures are given on matters such 
as office outfitting, income tax recording, and medi- 
co-legal topics that are particularly important to 
men in the general practice of medicine. This 
program has been hailed enthusiastically by the 


intern group. 


General Practice Residencies 


There has been increased interest in the number 
of general practice residencies over the past few 
years. At the A.M.A. meeting in December, 1948, 
the revised Essentials of Approved Residencies and 
Fellowships of the Council on Medical Education 
and Hospitals was adopted. It contains a new sec- 
tion, Section Seven, General Practice Residencies, 
which states: 


It is recommended that this training be of two years’ 
duration beyond the internship. General practice resi- 
dencies should be flexible, both as to content and dura- 
tion, depending upon the special needs of the individual 
and the community in which he intends to practice. In 
a residency of two years of training a minimum of one 
year should be devoted to internal medicine and the medi- 
cal specialties including psychiatry. The second year 
should include advanced training in obstetrics and pedi- 
atrics (including contagious diseases) of at least four 
months’ duration in each specialty. Any time devoted to 
general surgery and the surgical specialties should em- 
phasize diagnosis, emergency care, preoperative and post- 
operative care, minor surgery, and emergency care. A 
program in which the majority of the residents’ time is 
spent in the operating rooms cannot be considered as 
meeting the requirements of this type of residency. 

An important consideration in evaluating a hospital for 
residency training in preparation for general practice is 
the availability of outpatient facilities. Hospitals which 
have not organized outpatient departments should attempt 
to provide the resident with additional opportunities to 
compensate for this deficiency. 

Hospitals requesting approval for residencies in general 
practice must comply with the general provisions for 
training described in Section I of these Essentials, have 
annual admissions of at least 2,500 patients, and main- 
tain a minimum autopsy rate of twenty per cent. 


There were 250 general practice residencies of- 
fered in 73 hospitals, for 1951, according to a re- 
port of the Council on Medical Education and 
Hospitals of the American Medical Association 
which was published in the September 29, 1951 
issue of the Journal of the A.M.A. The following 
hospitals had one or more approved general prac- 
tice residencies: 


U. S. Army Madigan General Hospital, Fort Lewis, 
Washington; U. S. Naval Hospital, Chelsea, Massachu- 


GP @ November, 1951 


setts; U. S. Naval Hospital, Portsmouth, Virginia; Leo 
N. Levi Memorial Hospital, Hot Springs National Park, 
Arkansas; Kern General Hospital, Bakers Field, California; 
Los Angeles County Hospital, Los Angeles, California; 
Methodist Hospital of Southern California, Los Angeles, 
California; Permanente Foundation Hospital, Oakland, 
California; Monterey County Hospital, Salinas, California; 
St. Francis Hospital, San Francisco, California; Commu- 
nity Hospital of San Mateo County, San Mateo, Cali- 
fornia; Sonoma County Hospital, Santa Rosa, California; 
St. Francis Hospital and Sanatorium, Colorado Springs, 
Colorado; University of Colorado Medical Center, Colo- 
rado General Hospital, Denver, Colorado; Denver General 
Hospital, Denver, Colorado; Charlotte Hungerford Hos- 
pital, Torrington, Connecticut; Eastern Dispensary and 
Casualty Hospital, Washington, D. C.; St. Luke’s Hos- 
pital, Jacksonville, Florida; St. Joseph’s Hospital; Alton, 
Illinois; MacNeal Memorial Hospital, Berwyn, Illinois; 
Ravenswood Hospital, Chicago, Illinois; Methodist Hos- 
pital of Central Illinois, Peoria, Illinois; St. Francis Hos- 
pital, Beach Grove, Indiana; St. Margaret's Hospital, 
Hammond, Indiana; St. Luke’s Methodist Hospital, Cedar 
Rapids, Iowa; Broadlawns, Polk County Hospital, Des 
Moines, Iowa; University Hospitals, Iowa City, Iowa; St. 
Francis Hospital, Wichita, Kansas; Wesley Hospital, 
Wichita, Kansas; Baton Rouge General Hospital, Baton 
Rouge, Louisiana; Cooley Dickinson Hospital, Northamp- 
ton, Massachusetts; St. Joseph Hospital, Flint, Michigan; 
Borgess Hospital, Kalamazoo, Michigan; Mercy Hospital, 
Muskegon, Michigan; St. Joseph Mercy Hospital, Pontiac, 
Michigan; St. Luke’s Hospital, Saginaw, Michigan; James 
Decker Munson Hospital, Traverse, Michigan; Wyandotte 
General Hospital, Wyandotte, Michigan; Fairview Hos- 
pital, Minneapolis, Minnesota; Midway Hospital, St. Paul, 
Minnesota; Missouri Methodist Hospital, St. Joseph, Mis- 
souri; Alexian Brothers Hospital, St. Louis, Missouri; St. 
Anthony's Hospital, St. Louis, Missouri; Murray Hospital, 
Butte, Montana; Albany Hospital, Albany, New York; 
Millard Fillmore Hospital, Buffalo, New York; St. Joseph 
Hospital, Far Rockaway, New York; Benedictine Hospital, 
Kingston, New York; Vassar Brothers Hospital, Pough- 
keepsie, New York; Peoples Hospital, Akron, Ohio; Good 
Samaritan Hospital, Cincinnati, Ohio; Lima Memorial 
Hospital, Lima, Ohio; St. Rita’s Hospital, Lima, Ohio; 
St. Vincent’s Hospital, Toledo, Ohio; Toledo Hospital, 
Toledo, Ohio; Bradford Hospital, Bradford, Pennsylvania; 
Community General Hospital, Reading, Pennsylvania; 
Madison Rural Hospital and Sanitarium, Madison Col- 
lege, Tennessee; Breckenridge Hospital, Austin, Texas; All 
Saints Hospital, Fort Worth, Texas; City County Hos- 
pital, Fort Worth, Texas; St. Joseph’s Hospital, Fort 
Worth, Texas; St. Mary’s Infirmary, Galveston, Texas; 
Shannon West Texas Memorial Hospital, San Angelo, 
Texas; Robert B. Green Hospital, San Antonio, Texas; 
Kings Daughters Hospital, Temple, Texas; Wichita Gen- 
eral Hospital, Wichita Falls, Texas; Riverside Hospital, 
Newport News, Virginia; Sheltering Arms Hospital, Rich- 
mond, Virginia; Providence Hospital, Seattle, Washington; 
Evangelical Deaconess Hospital, Milwaukee, Wisconsin; 
Wilwaukee Hospital, Milwaukee, Wisconsin; St. Michael's 
Hospital, Milwaukee, Wisconsin. 


The Council stated that in revising its Essentials 
of Approved Residencies and Fellowships to in- 
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clude standards for a specific residency designed 
for physicians who intend to enter general prac- 
tice, it was meeting a demand for such training. 
It further states that, on completion of a residency 
of this type, the physician should be better pre- 
pared to meet the professional demands of the 
community in his role as family doctor. 

The medical departments of the armed forces 
are also interested in resident programs in gen- 
eral practice. The Army medical department has 
set up twenty-three general practice residencies at 
the Madigan General Hospital in Tacoma, Wash- 
ington. 

The Office of The Air Surgeon notified the 
Academy that as of May 2, 1949, a General Prac- 
tice Branch has been established within the Pro- 
fessional Division of that office and will be in- 
cluded in the next revision of its organization 
chart. 


Examples of General Practice Residencies 


UNIVERSITY OF COLORADO 
The Medical School, Denver 


The program is arranged to utilize selected gen- 
eral hospitals throughout the state. 
The curriculum is as follows: 


One YEAR 

General Medicine: 6 months. During this period the 
resident will be assigned to the ward and outpatient 
services of Colorado General and Denver General Hospi- 
tals. His duties, assignments, and training will be similar 
to that of the assistant resident in internal medicine, and 
will include experience in ward management, diagnosis, 
and therapeutics. Attendance at conferences, seminars, 
and lectures regularly scheduled by the department of 
medicine and other adjunct services, will be expected. 

Psychosomatic Medicine: 3 months. The University 
of Colorado Medical Center has an excellent Division 
of Psychosomatic Medicine. The residents have unan- 
imously requested an assignment in this department. 
Because of the nature of this special subject a period 
of not less than three months has been designated for 
this important training. As is the case with general medi- 
cine, the resident will serve as an assistant resident. 

Pediatrics: 3 months. This period will be spent in 
the pediatric division of Colorado General and Denver 
General Hospitals. The residents will be assigned ac- 
cording to the wishes of the head of the department of 
pediatrics, and will receive both ward and outpatient ex- 
perience. Instruction in communicable diseases, care of 
the newborn, and problems of nutrition will be empha- 


ANOTHER YEAR 

General Surgery: 12 months. A full year of training 
in surgery without interruption is considered advisable. 
The year is divided as follows: Two months of otolaryn- 
gology; two months of urology; four months of emer- 
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gency surgery; two months of fractures and orthopedics; 
and two months assignment to a general surgical ward. 
The resident will serve as an assistant resident in all of 
the above services. In addition he will be thoroughly 
oriented in the use of the proctoscope and sigmoidoscope. 
During his assignment to the emergency service he will 
receive training in the performance of emergency opera- 
tions and management of complications which might be 
encountered in the abdomen. Emphasis will be on teach- 
ing the residents their limitations and at the same time 
familiarizing them with expedient surgical procedures 
which might be involved in emergency operations. The 
residents in general practice will attend all conferences 
and seminars pertinent to their surgical training. 
ANoTHER YEAR 

Obstetrics-Gynecology: 4 months. These four months 
will be devoted to intensive training in obstetrics and 
gynecology in the wards and in the outpatient clinics. 
The resident will receive training in pre- and postnatal 
care. In addition he will be taught how to manage the 
complications of pregnancy and obstetrical emergencies 
and become acquainted with obstetrical operative proce- 
dures. 

Elective: 2 months. At the request of the residents 
in general practice, a period of two months has been set 
aside for any “elective” chosen. These electives may be 
in the fields of anesthesiology, radiology, outpatient serv- 
ice, industrial medicine, or physical medicine. 

Extra Mural Assignment: 4-6 months. To complete 
his training, the resident will be requested to accept an 
assignment in one of the approved community hospitals 
in Colorado. Insofar as possible, he will be given his 
choice of hospitals since it is hoped that he will want 
to establish his practice in the area in which the hospital 
is located. 

While at the hospital he will receive mixed residency 
training; that is, training and experience in the fields 
of medicine, surgery, pediatrics, and obstetrics and gyn- 
ecology. The training program will be under the super- 
vision of the graduate division of the University of Colo- 
rado School of Medicine in collaboration with the State 
Medical Society. In addition, clinicians from Denver and 
other parts of the state will visit the community hospitals 
in a teaching capacity. 

ALTERNATE YEAR 

In the event a resident does not wish a year of sur- 
gical training, he may apply for a year of training in 
the medical fields. This year may be devoted to training 
in the fields of medicine, pediatrics, psychosomatic medi- 
cine, public health, industrial medicine, and/or physical 


medicine. 


COUNTY OF LOS ANGELES GENERAL HOSPITAL 
Los Angeles, California 


The residency is divided into six services of 
three months each. (1) Obstetrics and Gynecology 
with services in the delivery rooms, obstetrical 
wards for complicated cases and postpartum cases, 
infected obstetrical service, newborn service, and 
one month divided between wards and clinics on 


gynecology. (2) Orthopedic service with assign- 
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ments on orthopedic ward, clinics, emergency 
fracture service, and orthopedic surgery. (3) Gen- 
eral Surgery assignments on wards, outpatient de- 
partment and emergency surgical service. (4) Pe- 
diatric and assignments on wards and pediatric out- 
patient service. (5) Jail—this is a unique situation 
in this hospital where the resident on the Jail 
Service is in charge of a general ward of seventy 
to eighty beds which serves patients from the City 
and County jails. On this service the resident has 
available consultation from all services in the hos- 
pital. Three interns work under him each month 
of his three months assignment. (6) Outside Medi- 
cal Relief—this service is designed to give the res- 
ident in General Practice the advantage of a home 
call service in Metropolitan Los Angeles. Patients 
who are seen on this service, and need specialty 
consultation, are either referred to the hospital or 
the consultation is arranged with the service 
needed. Residents on this service are provided with 
a county car, and the necessary equipment for 
making house calls, and average from six to eight 
house calls a day during the summer months, and 
ten to twelve house calls during the winter. Resi- 
dents on OMR are also assigned to medical spe- 
cialty clinics during the morning hours prior to 
the time they start making house calls. 

The resident who is senior from the standpoint 
of the length of time spent on the service handles 
any of the administrative problems associated spe- 
cifically with this residency. The residency is other- 
wise not handled on a junior-senior level. 


EVANGELICAL DEACONESS HOSPITAL 
Milwaukee, Wisconsin 

The medical staff of the Evangelical Deacon- 
ess Hospital in Milwaukee, Wisconsin, recently 
announced that a two-year residency in general 
practice had been established at that hospital. 
This is a 136-bed hospital located in downtown 
Milwaukee. In setting up this general practice 
residency program it was announced that the gen- 
eral principles and suggestions as outlined in vari- 
ous publications of the American Academy of Gen- 
eral Practice have been followed. 

The program at present is composed of the 
following services: 


3 months general service through all departments of the 
hospital, intended for general orientation. This will 
be the resident’s first service. 

5 months in general surgery and fractures. 

3 months service in general medicine. 

3 months service in obstetrics. 
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2 months service composed of: 
a) Clinical pathology 
b) Roentgenology. 
c) Attendance at pediatric conferences at Milwaukee 
Children’s Hospital. 

3 months morning service in outpatient work at Mil- 

waukee County Hospital Dispensary. 

month morning service at South View Hospital con- 

sisting of contagious disease ward rounds. 

4 months basic science course, Marquette University 
School of Medicine. 

3 months elective service. The resident may choose from 
any of the above listed services, Urology, EENT or 
Orthopedics. 

In addition the resident is expected to actively par- 
ticipate in the following: 

. Clinical-pathologic conferences every other week. 

. Monthly surgical conferences. 

. Monthly medical conferences. 

. Monthly cancer clinics. 

. X-ray conferences every other week. 


Vik wn 


SAINT FRANCIS HOSPITAL 
San Francisco, California 
Saint Francis Hospital has established a one- 
year residency in general practice which began 
July 1, 1948. The services of surgery, medicine, 
and obstetrics have been departmentalized for the 
purpose of training residents and arranging their 
rotation. At present, five months are spent in each 
of surgery and medicine and two months in ob- 
stetrics. Staff conferences are held once monthly, 
as is the clinical pathologic conference. A tumor 
conference, a medical clinical conference, and a 
surgical clinical conference are also held once 
monthly. Interdepartmental conferences in path- 
ology and x-ray are held semimonthly. Educational 
films are also shown semimonthly. 


STATE UNIVERSITY OF IOWA COLLEGE OF MEDICINE 

lowa City, lowa 

A new General Practice Residency program has 
been set up by the State University of Iowa Col- 
lege of Medicine and the State University Hos- 
pitals. It consists of one year of varied training in 
University Hospitals (General, Children’s, and 
Psychopathic) with special emphasis on practical 
experience in modern diagnostic and therapeutic 
techniques. 

Each trainee will be given the opportunity to 
vary his advanced training in the light of his past 
experience and personal preferences. The program 
will be sufficiently elastic to allow certain substi- 
tutions within the outlined scheme for persons de- 
siring to obtain additional training in a particular 
field. In such cases, one or more of the two-month 
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an added note 
of convenience* 


for those mothers who seek the utmost in conventence 


over and above these nutritional advantages: 


e curd tension of zero, fostering ease of digestion 

e fats chosen for maximum retention 

e 50 mg. ascorbic acid per quart of formula 

e full, balanced array of essential amino acids 

e carbohydrate in the form of lactose (as in breast milk) 
e high ratio of essential fatty acids 

e minerals and vitamins in optimum proportions 


*conventent to prescribe: 
the doctor need only specify 
the proportion of water— 
SIMILAC Liquid diluted 

1 to 1 provides normal 

20 cal. /oz. feeding formula 


*conventent to prepare: 


the mother simply mixes 
SIMILAC Liquid with the 
prescribed amount of previously 
boiled water and prepares 
‘bottles without bother’”’ 


M & R LABORATORIES ¢ Columbus 16, Ohio 
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periods may be omitted in favor of other more de- 
sirable specialized work. 

In addition to the residency, a preceptorship 
with a general practitioner in the state and/or a 
residency in a community hospital may be ar- 
ranged in the community selected by the trainee. 

The tentative schedule includes two months of 
general medicine during which general practice 
residents will be in charge of wards along with 
regular medical residents of the hospital staff; two 
months in Medical Outpatient Clinic with em- 
phasis on psychosomatic medicine and the rela- 
tion of emotional problems to disease; two months 
in Traumatic Surgery and Orthopedics, the period 
in each area to be determined by the material 
available at the time and the precise type of train- 
ing desired; two months in Pediatrics, to be divided 
between clinic and hospital; two months in Oto- 
laryngology with considerable emphasis on diag- 
nosis, office practice and techniques; two months 
in Obstetrics and Gynecology with special em- 


phasis on actual practical experience. 


UNIVERSITY OF PITTSBURGH SCHOOL OF MEDICINE 
Pittsburgh, Pennsylvania 


The University of Pittsburgh School of Medi- 
cine and the Medical Center Hospitals announce 
a new residency for the training of general prac- 
titioners which began July 1, 1951. This residency 
consists of one-year hospital and outpatient work 
in the Medical Center Hospitals. Eight months of 
training will be devoted to internal medicine, 
emergency surgery, obstetrics, and pediatrics. The 
remaining four months consist of elective spe- 
cialty training which the resident may choose to 
take. Provisions for a second year of residency 
have been made, should the resident desire to con- 
tinue training. 


UNIVERSITY OF TEXAS SCHOOL OF MEDICINE 
Galveston, Texas 


A two-year approved rotating residency has been 
established at the University of Texas in Galves- 
ton. The facilities at St. Mary’s Hospital in Gal- 
veston will be used at the present time. The 20- 
month rotating service includes Surgery, Medicine, 
Pediatrics, Gynecology and Obstetrics, Labora- 
tory Service, Urology, Orthopedics, Psychiatric, 
Emergency Room, and X-ray. Laboratories, library, 
seminars, lectures, pathologic and departmental 
conferences, etc. of the University of Texas Medi- 
cal Branch are an essential part of the program. 
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MILLARD FILLMORE HOSPITAL 
Buffalo, New York 


The Millard Fillmore Hospital, a major teaching 
unit of the University of Buffalo School of Medi- 
cine, has established a two-year residency program 
in general practice. It is set up as follows: First 
year, 6 months in Internal Medicine, 6 months in 
Pediatrics; Second Year, 4 months in General Sur- 
gery and Orthopedics, 4 months in Obstetrics and 
Gynecology, 1 month in Radiology, Urology, Der- 
matology, Ear, Nose and Throat, and 2 months 
with a general practitioner preceptor working in 
the office, hospital, and in making house calls. 


Continued Training in Hospitals 


The Commission on Hospitals, which is also 
interested in intern and resident training pro- 
grams, has brought out in its report the impor- 
tance of the preceptor type of training in hos- 
pitals. Preceptor training may be an arrangement 
between individual physicians or an organized 
program conducted by the medical staff of a hos- 
pital. Since the majority of a general practitioner's 
work is done in an office, any training program 
should include experience in such practice. The 
ideal arrangement would be for the young physi- 
cian to spend a certain period of time practicing 
with an established general practitioner. Many of 
the medical schools now provide a period of pre- 
ceptor training in their undergraduate program but 
the reference here is to such training upon the 
completion of an internship. 

Another arrangement which will provide experi- 
ence comparable to office practice is training in 
the outpatient department of a general hospital. 
The program of continued education in the hospi- 
tal should make use of the preceptor concept of 
the student working under the supervision of the 
chiefs of the services or senior attending physi- 
cians in the outpatient department as well as in 
other departments. 


EXAMPLES OF TRAINING PROGRAMS IN 
HOSPITAL OUTPATIENT DEPARTMENTS 
MERCY HOSPITAL 
Toledo, Ohio 
The staff organization of this hospital includes a 
department of general practice. The members of 
the department of general practice are responsible 
for the operation of the hospital’s outpatient de- 
partment which is called the Diagnostic Clinic. 
Patients coming to this clinic are examined, treated, 
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and in his “Cook’s Oracle,” Dr. William Kitchiner 


stated his firm belief in ‘‘the purest Epicurean principles of indulg- 


ing the Palate, as far as it can be done without injury or offence 


to the Stomach, and forbidding nothing but what 1s absolutely un- 


friendly to Health. 


‘This is by no means so difficult a task as some gloomy phi- 
losophers [uninitiated in Culinary Science} have tried to make the 
world believe—who seem to have delighted in persuading you, that 


Today, Gerber’s follow the same general prin- 
ciples, brought carefully up to date by 1951’s 
expert medical and nutritional knowledge. So that 
you can count on Gerber’s strained foods for the 
qualities you expect of special foods for delicate 
digestive systems: Gerber’s are smooth in texture 
. .. low in fiber content . . . blandly seasoned . . . 
yet processed to retain nutritive values to a high 
degree, along with appetizing true-color and true 
flavor. 

In addition, Gerber’s “Special Diet” book gives 
your patients a wide variety of tempting recipes, 
based on the use of strained foods . . . so that 
they’re likely to follow your directions faithfully 


every thing that is Nice must be noxious;—and that every thing that 


CEREALS © STRAINED AND JUNIOR MEATS @® VEGETABLES @© FRUITS @ DESSERTS 


Over 100 years ago—but the doctor was on the right track 


and continually . . . “indulging the Palate without 
injury or offence to the Stomach.” 


FREE for you and your patients! “Special Diet” 
ch book with recipes for Bland, 
Soft, Mechanical'y Soft, Liquid, 
and Low-Residue Diets. Write 
on your letterhead, stating num- 
ber of copies needed, to Depi. 
‘1011-1 Fremont, Michigan. 


BABY FOODS 
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or referred to specialty clinics. Interns of the hos- 
pital are assigned to duty with the general practi- 
tioners and work under their supervision. 


JOHN GASTON HOSPITAL 
Memphis, Tennessee 


The John Gaston Hospital, affiliated with the 
University of Tennessee College of Medicine, 
opened a Family General Practice Clinic in its out- 
patient department. This clinic will be staffed by 
general practitioners from Memphis and neighbor- 
ing towns and senior medical students will be as- 
signed to work with the physicians to acquire first- 
hand experience and instruction under family doc- 
tors. 


UNIVERSITY OF COLORADO SCHOOL OF MEDICINE 
Denver, Colorado 


Through a grant from the Commonwealth Fund 
of New York to the University of Colorado and 
the City of Denver, a general medical service clinic 
for indigent patients will be established at the 
Denver General Hospital. The clinic will be staffed 
by general practitioners, and will be organized so 
that one doctor will be in charge of each case. The 
University of Colorado School of Medicine plans 
to utilize the outpatient clinic for training interns 
and residents in the field of general medicine. 


GEORGETOWN UNIVERSITY MEDICAL SCHOOL 
Washington, D. C. 


The Georgetown University Medical Center is 
affiliated with several small 100-bed community 
hospitals. Senior students, interns, and residents 
are trained in these smaller hospitals. Full-time 
instructors from the University work with the local 
general practitioners in teaching at these hospitals. 
The general practitioners in turn have courtesy 
privileges granted at the Georgetown University 
Hospital. 


Conclusion 


The Commission on Education recommends that 
individual members of the Academy actively co- 
operate with the medical staffs of their hospitals in 
developing two-year rotating internships designed 
for physicians planning to enter general practice. 
The Commission believes that general practitioners 
of the medical staff should participate in develop- 
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ing the training program and in conducting the 
program after it is set up. They should also take 
the responsibility for seeing that the organization 
and operation of the intern program provide real 
experience in conditions the intern will encounter 
when he begins his own practice. 

Although a properly organized and well-run 
two-year rotating internship provides the best type 
of training for a young physician regardless of his 
later type of practice, encouraging and training 
young men for general practice requires a genuine 
effort on the part of the qualified general practi- 
tioners of the medical staff. Such general practi- 
tioners must show by example, as well as by in- 
structions, the correct scientific methods, and the 
proper functions of a family physician. 

The important factor is how the internship is 
conducted. The establishment of two-year intern- 
ships is not enough—each internship must be con- 
ducted in such a manner that the intern receives 
both training and experience in the general prac- 
tice of medicine and surgery. It is only through 
real co-operation and some sacrifice on the part of 
established general practitioners on the medical 
staff of hospitals that these objectives can be ac- 
complished. 

There may be some confusion in regard to the 
difference between a two-year rotating internship 
and a two-year residency in general practice. The 
Commission on Education believes that inresident 
training following the customary one-year intern- 
ship should be considered as resident training 
whether it be for one, two, or more years. 

The Commission feels that the basic program 
after graduation from medical school should be of 
two years’ duration, in which the second year may 
be classified as an internship or a residency in gen- 
eral practice. The program should be established 
according to the Academy’s recommendations as 
outlined at the beginning of this report. If a third 
year of training is feasible, it should follow the 
recommendation of the Council on Medical Edu- 
cation and Hospitals for the second year in an 
approved residency in general practice. 

The Commission on Education believes that a 
third year of training after a two-year rotating in- 
ternship is desirable, provided the program can be 
established to give the resident advanced training. 
It appears that such a third year is particularly 
suitable for general practitioners who desire to be- 
come more proficient in one clinical field such as 
surgery, obstetrics, or pediatrics. In teaching hos- 
pitals attached to medical schools, it is possible to 
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.--but only 1 out of 6 patients had no symp- 
toms! Five of the 34 patients in this study* 
were Classified as asymptomatic; 18 had such 
poorly defined symptoms that they would not 
normally seek medical aid...yet a stool exam- 
ination proved that all had amebic dysentery. 

In a new study,? Milibis — bismuth 
glycolylarsanilate — proved a most powerful 
amebacidal drug yet side effects were virtually 
unobserved. The success of Milibis is further 
demonstrated by parasitologic follow-up 


MILIBIS® 


during which consistently negative stools were 
obtained. 

Since the possibility of extra-intestinal in- 
volvement in intestinal amebiasis is always 
present, it is recommended that Milibis ther- 
apy be combined with Aralen (chloroquine) 
diphosphate. This established antimalarial has 
been found to exert a remarkably effective 
specific action on extra-intestinal amebiasis. 


HOW SUPPLIED: 
Milibis, tablets of 0.5 Gm., bottles of 25; 
Aralen, tablets of 0.25 Gm., bottles of 100. 


amebacide...high in potency...low in side effects 


ARALEN diphosphate... for extra-intestinal amebiasis 


1450 BROADWAY, NEW YORK 18, N.Y. 


c., A., and Dennis, E. W.: New York State Jour. Med., 2035, Sept., 


» Dennis, E. W., and Pipkin, C. A.: Am. Jour, Trop. Med., 30:613, Sept., 19 
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develop a three-year residency program to give 
continued advanced training. Too frequently, the 
young physician planning to enter general practice 
has a financial struggle in completing two years 
of training after graduation, but, for those who can 
afford to spend three years in training after gradu- 
ation from medical school, such programs are ideal. 

Continued education and training for the young 
physician in practice can be provided through hos- 
pital staff conferences and clinics. Increased oppor- 
tunity for a young doctor to obtain such training 
can best be accomplished through a general prac- 
tice department in his hospital. This department 
should be responsible for supervised training for 
young general practitioners. It should be responsi- 


Buitpinc Fund contributions hit the year’s low in 
September, with only $375 received at the Acad- 
emy office. This small total is particularly distress- 
ing to the Committee, coming as it does on the 
heels of the Board of Directors decision, at its Sep- 
tember 28 meeting, to push ahead on plans for 
“construction in ’52.” 

There are some rifts in the gloom, however. 
Rumor has it that nearly $2,000 was collected at 
the annual meeting of the Texas chapter in late 
September, although the checks have not yet 
reached Kansas City. New York plans an “all-out” 
drive the last week of October, while California 
will swing into action a few days later. Ohio has 
announced its determination to move above third 
place, North Carolina is renewing its campaign, 
and Mississippi chapter members are being con- 
tacted at this writing. 


REPORT OF CONTRIBUTIONS BY STATES 


September Total 


125.00 


ated 


BUILDING FUND PENDULUM SWINGS LOW 


ble for recommending increased staff privileges 
when the physician has demonstrated ability, skill, 
and judgment meriting such privileges. The Com- 
mission on Hospitals has promulgated principles 
and methods of operation for a department of gen- 
eral practice. 

The Commission on Education recommends that 
the Academy continue in its policy that the Coun- 
cil on Medical Education and Hospitals of the 
American Medical Association be the final evalu- 
ating and approving agency for all medical educa- 
tion and training programs. The Academy shall 
continue to co-operate with all medical organiza- 
tions in developing and carrying out programs for 
training in general practice. 


bene ane 80.00 1,180.00 
1,611.00 
50.00 
560.00 
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250.00 
ccc 5.00 355.00 
15.00 
STATE CONTRIBUTIONS ............ $375.00 $14,600.00 
COMMERCIAL CONTRIBUTIONS ...... 2,475.00 
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DESIGNED, WRITTEN AND 
PUBLISHED SOLELY FOR THE BUSY 


GENERAL PRACTITIONER 


The American Academy 
of General Practice 


EXACTLY FITS YOUR NEEDS! ~ 


GET YOUR COMPLIMENTARY COPY NOW! ~ 


At last you, as an alert, progressive physician, can read 
a single monthly magazine and keep abreast of all the 
swiftly moving developments in the profession! Each 
month, without wasted words, GP’s top-flight editors pre- 
sent timely facts. Practical, news-making advertisements, 
approved only after meeting the highest standards of 
copy acceptance, keep you in touch with the accomplish- 
ments of leading medical suppliers. Yes, you will make 
the most of the time you spend in “required reading” if 
you place this carefully edited monthly magazine at the 
top of your list. The coupon below will bring you the 
current issue of —GP! 


American Academy of General Practice 
406 W. 34th Street 
Kansas City 2, Missouri 


| receive 13 issues for the price of 12. 


payable by the 10th of next month. 


Please send me, without charge, the current issue of 
GP and enter my subscription for one year. This means 


You may bill me for the subscription price of $10.00, 


ADDRESS 


CITY STATE 
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the Stuart 
ino Aci 


IMPORTANT AS A DIETARY SUPPLEMENT... ONE 
SPOONFUL T.1.D. CAN, IN MANY CASES ~cageh 
PATIENT FROM NEGATIVE TO POSITIVE NITROG 


no digestion, Ready for immediate absorption, 
Tastes bland, slightly bouillon. Can 
or small amounts of liquids, 


tomato or vegetable juices. 


be taken in large 
hot or cold water, soups, 


Ideal for tube feeding. x 
Available at all pharmacies in 6 ox, bottles; also: & 
The Stuart Amino Acids with By> (tablets) bottles of 100 bs 
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DORMISO 


new, non-barbiturate hypnotic 


for safe, sound sleep 
without drug hangover 
free from habit-forming properties 
of the barbiturates 


safe 
free from habit-forming or addiction properties 


of barbiturates; rapidly metabolized; no cumulative action; 
no toxic effects on prolonged use 


acts gently and quickly in insomnia 
mild hypnotic action quickly induces restful sleep 


no prolonged suppressive effect 


action subsides after a few hours; patient continues to sleep naturally 


no drug hangover 


@patient awakens refreshed with no “drugged” feeling 


E DORMISON is a substance new to pharmacology, completely different from 
barbiturates and other hypnotics. It contains only carbon, hydrogen and oxygen. 
It has no nitrogen, bromine, urea residues, sulfone groups or chemical 
configurations present in depressant drugs now in use. 


The usual dose of Dormison (methylparafynolt) 

is one or two capsules, taken just before the patient is. 
ready for sleep. Dormison’s wide margin of safety 
allows liberal adjustment of dosage until the 

desired effect is obtained. Dormison is supplied as 

250 mg. soft gelatin capsules in bottles of 100. 


CORPORATION 


ane BLOOMFIELD,N. J. 


*T.M. TU.S. Pat. Pending 
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when nasal congestion 


is most distressing... 


At work, at play, at meals—nasal congestion is not only a 
physical discomfort but also a distinct social handicap. 


Yet, at times like these, when your patient strives to put his best foot 
forward, his use of nose drops is neither practical nor appropriate. 
Benzedrex Inhaler, on the contrary, is convenient to use... 
and affords instant and prolonged relief. 

And your patient will like Benzedrex Inhaler. Its agreeable odor 
and superior effectiveness—without such side effects as excitation 
or nervousness—make it the Inhaler wherever relief from nasal 
congestion is indicated. 


Recommend Benzedrex Inhaler for use between treatments in 
your office. 


Smith, Kline & French Laboratories, Philadelphia 


Benzedrex Inhaler 


the best inhaler ever developed 


*T.M. Reg. U.S. Pat. Off. 
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Salcedrox is highly useful whenever salicylates are indicated 
—in arthritis, rheumatoid involvements, neuromuscular 
pains and rheumatic fever. 


The buffered sodium salicylate is more easily tolerated 
than salicylate alone—virtually abolishes gastric up- 
set, even with massive dosage. Calcium ascorbate 
helps counteract the increased ascorbic acid excre- 
tion usually encountered in rheumatic states and 

in salicylate therapy. 

PROFESSIONAL LITERATURE AVAILABLE ON RE- 

QUEST. 
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Each Salcedrox tablet contains: 


Sodium Salicylate gr. (0.3 Gm.) 
Aluminum Hydroxide 
2 gr. (0.12 Gm.) 


S. E. MASSENGILL saistot, TENNESSEE 
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“an improved method of therapy for peptic ulcer * 
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- Hufford, A. R., Rev, Gastroenterology. In press. 
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1. To control hyperacidity —a superior antacid combi- 
nation (magnesium oxide and aluminum hydroxide, also 
a specific antipeptic) provides two-way, balanced antacid 
activity. 


To control crater irritation—a superior demulcent 
(methylcellulose, a synthetic mucin) forms a protective 
coating over ulcerated mucosa. 


To control spasm —a superior antispasmodic** (Ben- 
tyl Hydrochloride) provides direct smooth muscle and 


parasympathetic depressant properties . .~ . without 
“belladonna backfire.” 


To control lysozyme —a proven antilysozyme, sodium lauryl 
sulfate. Recent evidence suggests that lysozyme, as well as 
pepsin and hydrochloric acid, is an etiologic factor in the patho- 
genesis of peptic ulcer...°:‘ It seems well established that 
sodium lauryl sulfate is capable of inhibiting the lysozyme and 
peptic activity of the gastric juice without changing its pH.*™* 


DOSAGE: Two tablets every three hours as needed for relief. 
Mildly minted Kolantyl tablets may be chewed, or 
swallowed with ease. Kolantyl is also recommended 
for the hospitalized patient, 


control peptic ulcer 
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BENODAINE 


9 


Reduction in blood pressure that may be expected on administrati: 


To detect CURABLE HYPERTENSION 


MINUTES 


of Benodaine to a patient with a pheochromocytoma, 


Unless diagnosed and treated in time, the hy- 
pertension produced by pheochromocytomas 
may prove fatal. This curable hypertension is 
clinically indistinguishable from essential hy- 
pertension. Therefore, every hypertensive pa- 
tient should be tested for the presence or 
absence of these chromaffin tumors. 


Benodaine® “provides an effective, simple, 
harmless means of detecting the pheochromo- 
cytoma in the routine study of all hyper- 


Saline Solution of E 


(Brand of Pip 


tensives.”! “It has correctly indicated the 
presence of pheochromocytoma”? and “has 
not . . . produced any positive responses in 
patients in whom no tumor was found.” 


Complete literature is available on request. 


* * * 
1. Becker, M.C., Bass, R.D., and Robbins, C.M., Postgraduate 
Medicine 6:408-412, November 1949, 
2. Goldenberg, M., and Aranow, H. Jr., J.A.M.A. 143:1139, 
July 29, 1950. 
3. Calkins, E., Dana, G.W., and Howard, J.E., J.A.M.A. 145: 
880, March 24, 1951. : 


DAINE 
HYDROCHLORIDE 


(2-(1-Piperidylmethy!)-1,4-B 
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Hy Merck) 


MERCK & CO., Inc. 
Manufacturing Chemists 
RAHWAY, NEW JERSEY 


In Canada: MERCK & CO. Limited—Montreal 
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un bron ch opreu Clinical responses in bronchopneumonia, 


Terramycin-treated, are characterized 


by the same promptness noted in primary 
atypical and lobar pneumonia. In 

a series of 3] cases there was “a good 
response in all cases, as manifested by 

the fall of temperature to normal in 24 to 
48 hours, and by the improved clinical 
appearance of the patient.” Follow-up x-rays 
made in 10 to 14 days “were completely 
negative or showed marked improvement.” 


Potterfield, T. G., and Starkweather, G.A.: 
J. Philadelphia General Hosp. 2:6 (Jan.) 1951. 


CRYSTALLINE TERRAMYCIN HYDROCHLORIDE 


available — Capsules, Elixir, Oral Drops, Intravenous, 
| Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC., Brooklyn 6, N. Y. 
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carly realimentation hydbation 
2 by the oral route” 


cent studies’? have demonstrated the unusually dependable value of 

Arobon in acute diarrheas of infants and children. Within a matter of one 
to two days, in the majority of patients the stools thicken and lessen in fre- 
quency. Thus early re-alimentation and hydration by the oral route and 
earlier resumption of normal feeding are possible. : 

Arobon, processed from carob flour, owes its pronounced anti-diarrheal 
activity primarily to its high content of lignin as well as pectin. Absorbing a 
considerable amount of water, it swells to a bland, smooth, bulky mass in 
the intestine, which eliminates offending bacteria and toxins with the stools, 
thus causing the diarrhea to subside quickly. 

Arobon is indicated in all types of diarrhea in infants and children. It is 
palatable and readily tolerated. Arobon is ready for use by merely boiling 
it in water for 4 minute. 


1. Smith, A. E., and Fischer, C. C.: The Use of Carob Flour in the Treatment of Diarrhea in 
Infants and Children, J. Ped. 35:422 (Oct.) 1949. 

2. Kaliski, S.R., and Mitchell, D. D.: Treatment of Diarrhea with Carob Flour, Texas State 
J. Med. 46:675 (Sept.) 1950. 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 


SPECIALLY PROCESSED CAROE HOUR 


| MICH IW 
| AND 
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five of akind... 


and crapulous 
and bilious 


bored, buxom, 


coltish, cozy, 
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dragged out, and dyspep 
bald, bearish, and bloated 


dull, 
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Perhaps it’s a sign of the times. Or possibly it just happens that certain 
patients are more vocal than others. But in either event, chronic 
“indigestion” seems on the way to becoming the No. 1 occupational 
hazard among a familiar coterie of confirmed escapists whose talent 
is self-delusion, and whose common lament is anent cardialgia, dyspepsia, 
and gas on the stomach. 


There’s no one way to handle these middle-aged worriers and hurriers, 
mopers and topers, and similar dupes of indulgence. But it’s often 

said that the “commonest cause” of digestive distress in patients 

over forty is low grade biliary dysfunction. And such being the case, 
Depancol can serve an important two-fold purpose: (1) By affording 
prompt relief from presenting complaints — flatulence, biliousness, 

and so forth — Depancol helps to enlist the patient’s early cooperation 

in the essential long-range program to correct bad habits; (2) By 
physiologically flushing and stimulating the sluggish biliary system, 
Depancol serves to encourage restoration of normal biliary function. 


Dehydrocholic Acid \% gr. 


e } C 0 / substance equivalent to 
® Pancreatin U.S.P. 4% gr. 
in an enteric coated tablet 


Bottles of 50, 500, and 5,000 enteric coated tablets, 
available at your druggist. 


© Average: 1 or 2 tablets 3 times daily, with or after 
‘meals. 


CHILGC OTT 


The Waltine Company 


MORRIS PLAINS, NEW JERSEY 
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. SUPPLY 
DEPANCOL 
sss: 
16 1950 ILCOTT LABORATORIES 


lactation CAPSULES 


PATIENT-ACCEPTANCE assured because the color- 
ful two-tone, easy-to-swallow capsules, plus 
the dry powder “fill”, make PRECALCIN con- 
tinuously agreeable to all patients. There is no 
fish-oil aftertaste. 


DOSAGE: 1 PRECALCIN Capsule three times 
daily, or more as prescribed. 


AVAILABLE: Bottles of 100, 500, and 1,000 
capsules, 


Each capsule contains: 


Vitamin A (Ester) 2,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol) 400 U.S.P. Units ~~ 
Thiamine Hydrochloride...... 

Riboflavin 

Niacinamide 


VITAMIN PRODUCTS, INC. Mount Vernon, N. Y. 
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of arterial tensio 


through the intrave 


The administration of Veriloid Intravenous to the patient in 
a hypertensive crisis produces—in a matter of minutes—a 
dramatic drop of arterial tension to normal or near-normal 
limits. For the first time, the physician now has available a 
potent hypotensive alkaloidal fraction of Veratrum capable of 
producing any desired degree of blood pressure reduction, with 
definite control of the intensity and duration of its action. 


A Must for the Emergency Bag 


Since Veriloid Intravenous makes possible immediate con- 
trolled reduction of both systolic and diastolic tension to any 
desired levels, it is indicated in the emergency treatment of 
hypertensive states accompanying cerebral vascular accidents, 
malignant hypertension, hypertensive crises (encephalopathy), 
and hypertensive states after coronary occlusion. 

Veriloid Intravenous, a biologically standardized hypoten- 
sive fraction of Veratrum viride, is supplied in 5 cc. and 20 cc. 
ampuls, each cc. containing the equivalent of 0.4 mg. of 
Veriloid standard reference powder. Complete information re- 
garding dosage and rate of administration is contained in the 
circular which accompanies each ampul of Veriloid Intra- 
venous. Detailed literature promptly supplied on request. 
*Trade-Mark of Riker Laboratories, Inc. 


RIKER LABORATORIES, INC., 8480 Beverly Blvd., Los Angeles 48, California 
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To aid skilled hands... 


WELCH ALLYN 
OPHTHALMOSCOPE- 2: 


holder for nylon 


specula gives 
greater operating 
space. Brilliant di- 


rect illumination. 


Now available in No. 21 
“Sandura” Cases for large 
or medium battery handles 


Faster, more accurate diagnosis has 
made Welch Allyn ophthalmoscope- 
otoscope sets the world’s most popular. 
The No. 983 set (above) is one of 
many combinations of ophthalmoscopes, 
otoscopes and battery handles to meet 
any physician’s needs. All can be had in 


No. 110 ophthalmo- 


scope. Rotatable 
the attractive No. 21 case, far more unit has standard, 
compact, durable and sanitary than old 
style cases. Ask your Welch Allyn grid and red free 
dealer to show you. filter. Prefocused 


optical system. 


WELCH ALLYN, Inc. 


Electrically Illuminated Diagnostic Instruments @ Auburn, N. Y. 
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Sedation and Hypnosis... 


® 
Neuronidia 


(Elixir of diethylmalonylurea — Schieffelin) 


Neuronidia is an effective sedative and hypnotic. It may be 
safely used in insomnia, hysteria, nevirasthenia, thyroid dis- 
eases, chorea and mental disturbances. Neuronidia is indicated 
in virtually all cases of nervous disturbances uncomplicated 
by pain. 

Pharmacological and clinical research have demonstrated 
that the depth and degree’ of sedation and hypnosis can be 
readily controlled with/barbital, the active ingredient of 


EURONIDIA 


0.13’Gm. diethylmalonylurea 
Dosage: Orally, as a sedative 
Y, to 1 teaspoonful repeated as indicated 
As a hypnotic 
2 teaspoonfuls before retiring 
Sodium salicylate 
Neuronidia 


Sig: To induce sleep and produce analgesia 
one dessertspoonful at bedtime. 


For sedation and analgesia 
One teaspoonful two or three times daily as required. 


Supplied: Bottles of 8 fluid ounces, and 1 gallon 


Professional samples and literature are available on request. 


d since 1798 pharmaceutical and research laboratories 


24 Cooper Square, New York 3, N.Y. 


GP @ Volume IV, Number 5 


is 
\ 
i/ 
= 
~ ‘ 
= 
a 
ZED) 
a 
| 
= 


FOR WHOOPING COUGH 


Inject 


2.5=Hypertussis 


— the Dosage Concentrated to 


BABY PATIENTS 


2.5“Hypertussis 


ELIMINATES THE HAZARDS OF 
2.5«- Hypertussis is a specific answer to the treatment or passive 

MASSIVE REPEAT DOSAGE IN prevention of whooping cough. 

WHOOPING COUGH TREATMENT 2.5<<- Hypertussis reduces dosage volume 75% .. . it contains the 
anti-pertussis gamma globulin equivalent of 25 cc. of human hyper- 
immune serum—a 10-fold concentration. 


2.5. Hypertussis can be used concurrently with antibiotics, which 
are often indicated for secondary infections. Allergic reactions are 
rare with 2.5 cc. Hypertussis for it’s concentrated from venous blood 
of fasting human donors. 


2.5. Hypertussis is a crystal-clear homologous protein, ready for 
immediate intramuscular injection. 


50 cc. of Hypertussis CUTTER LABORATORIES 
Hyper-Immune Hyper-immune 


4 Whole Blood Serum BERKELEY, CALIFORNIA 
— producers of Dip-Pert-Tet Alhydrox® —a FIRST name in combined toxoids — 


INSIST ON 2..5~ Hypertussis - CUTTER 


“A Thimbleful 4 0 of Dosage for a Handful of Baby” 
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SUPPLIED: ACTHAR Gel is supplied in multiple dose 
vials of 5 cc. in two concentrations: 

100 I.U. (mg.) containing 20 1.U. per cc. 

200 1.U. (mg.) containing 40 1.U. per cc. 
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LONG-ACTING 


ACTHAR Gel, the new LONG-ACTING repository preparation for deep 
subcutaneous and intramuscular injection, greatly facilitates ACTH 
therapy for both the patient and the physician. A single daily injec- 
tion is sufficient in the many cases requiring less than 80 I.U. (mg.) 
per day. Remission of symptoms may often be maintained by two 
to three injections per week. Office treatment for the ambulatory 
patient and home treatment for the bedridden become readily appli- 
cable, with considerable economy to the patient. ACTHAR Gel is well- 
tolerated locally and possesses the full efficacy of aqueous ACTHAR. 


Indications: Rheumatoid arthritis, rheumatic fever, acute lupus er- 
ythematosus, drug sensitivities, severe bronchial asthma, contact 
dermatitis, most acute inflammatory diseases of the eye, acute 
pemphigus, exfoliative dermatitis, ulcerative colitis, acute gouty 
arthritis, secondary adrenal cortical hypofunction. 


Literature and directions for administration of ACTHAR Gel, includ- 
ing contraindications, available on request. 


*THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (A.C.T.H.) 


THE ARMOUR LABORATORIES . cuHicaGo 11, iLtinois 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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A simple means for accurate determination 


of the circulating blood volume 


Solution of 


_EVANS BLUE DYE 


‘WARNE R’ 


For a number of years Warner has provided research 
hospitals and laboratories with exceptionally pure, refined 
Evans Blue Dye for blood volume determinations. The con- 
stant and ever increasing demand for the preparation has 
led to its commercial availability in the most economical and 
practical form possible—ampuls for intravenous injection. 


The various applications of Evans Blue Dye ampuls in 
determination of circulating blood volume are extensive: 
An answer to 
thousands of requests Surgery—pre- and postoperatively * Shock * Acute and 
chronic hemorrhagic states * Hepatic disease * Cardio- 
vascular and renal diseases * Electrolyte and fluid balance 
analyses * Endocrine disturbances * Anemias, leuket as 
and other blood disorders * Exchange and replacement 
transfusions * Parasitic blood diseases * Obstetrics * 


A 0.5% aqueous solution of EVANS BLUE DYE ‘Warner’ 
is available in 5-cc. ampuls (with twin. 5-cc. ampuls of 
Normal Saline Solution) —cartons of 6 ampuls of each and 
25 ampuls of each. 


WILLIAM R. WARNER 
Division of Warner-Hudnut, Inc. 
New York Los Angeles St. Louis 
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“Rise im shin temperature of toes in 15 patients efter single administration of Priscoline 


A comparative study proves 


Priscoline 


‘Most consistent and effective vasodilator” 


Priscoline, alcohol, ether and another vaso- 
dilator were each administered intravenously 
in single therapeutic doses to a group of 
patients suffering from peripheral arterial 
insufficiency. 

The rise in skin temperature of the toes— 
indicating increased circulation in the ex- 
tremities—was greatest in all cases after the 
administration of Priscoling. 


Scores of clinical reports tell of the use o' 
Priscoline both orally and parenterally in the 
successful treatment of peripheral vascular 
diseases. 

Priscoline® (benzazoline) is available as 
tablets containing 25 mg., as elixir containing 
25 mg. per 4 cc. and in 10 cc. multiple dose 
vials containing 25 mg. per cc. 2/res0n 
1. Ready, W. J.: J. of Lab. & Clin, Med. 37:365 (Mareb) 1961. 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 
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Much has been written about ‘‘Antabuse.” Many alcoholics have 
long awaited its benefits. 
Now, after nearly three years of intensive clinical research, 
it is available for prescription use. 
‘“‘Antabuse” sets up a sensitizing effect to ethyl alcohol. It builds a ‘‘chemical 
fence” around the alcoholic... helps him develop a resistance to his craving. 
Its high degree of efficacy is confirmed by extensive clinical evidence. 
‘“‘Antabuse” is safe therapy when properly administered. However, it should 
be employed only under close medical supervision. Complete descriptive 
literature is available and will be gladly furnished on request. 
“Antabuse” is identical with the material used by the original Danish 
investigators, and is supplied under license from Medicinalco, 
Copenhagen, Denmark. U. S. Pat. No. 2,567,814. 


~ 


Tested in more than 100 clinics... 
by more than 800 qualified investigators... 
on more than 5,000 patients... and covered by 
more than 200 laboratory and clinical reports. 


.. brand of specially prepared and highly purified tetraethylthiuram disulfide. 


Supplied in tablets of 0.5 Gm., bottles of 50 and 1,000. 


Ayerst, McKenna & Harrison Limited - New York, N. Y. - Montreal, Canada 
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A potent hypotensive principle 


biologically standardized in mammals 


Veriloid is probably the most effective hypotensive agent available today.' 
Its characteristic effect, with careful administration, appears to be one of 
moderation rather than elimination of the hypertension.? The therapeutic ratio 
of Veriloid is relatively high, and long-continued treatment is possible because 
its administration does not produce idiosyncrasy or tolerance in most patients 
treated.?*4 

In one study, the administration of Veriloid brought striking relief from 
hypertension and its disturbing discomforts in 80 per cent of patients with 
essential hypertension. Veriloid controlled the blood pressure and produced a 
gratifying, beneficial effect, even after the failure of other hypotensive drugs in 
malignant hypertension in the preuremic stage and in hypertensive encephalo- 
pathy.” Veriloid has been found to control neurogenic hypertension, even after 
refractoriness to ganglionic blocking agents had developed.‘ 


Clinical experience shows that Veriloid is effective in all forms of hypertension— 
mild, moderate and severe, and gratifying objective as well as subjective results 
follow its administration. 
DOSAGE: The usual daily requirement of Veriloid is 9 to 15 mg., given in divided 
dosage three times daily, every 6 to 8 hours, the first dose to be taken after 
breakfast. The evening dose should be 1 or 2 mg. larger than the other two doses 
of the day. However, requirements for Veriloid vary from patient to patient, and 
in most individuals periodic adjustment in dosage is needed, because with con- 
tinued administration patients become more reactive to Veriloid. 

Veriloid is available in tablet sizes of 1, 2 and 3 mg., in bottles of 100, 500 
and 1,000 tablets. 

VERILOID-VPM 

Containing Veriloid (2 mg.), phenobarbital (15 mg.), and mannitol hexanitrate 
(10 mg.), Veriloid-VPM provides valuable sedation and the vasodilating action of 
mannitol hexanitrate. This combination usually makes possible reduced dosage with- 
out sacrifice of therapeutic efficacy. Also, phenobarbital adds the advantage of increas- 
ing the spread between effective therapeutic dosage and the dosage at which side 
reactions occur. 

VERILOID WITH PHENOBARBITAL 

Veriloid With Phenobarbital (Veriloid, 2 mg., phenobarbital, 15 mg.) provides seda- . 

tion without the action of mannitol hexanitrate. It is valuable when emotional tension 


must be controlled. 
*Trade Mark of Riker Laboratories, Inc. 


RIK ER LABORATORIES, INC. 
8480 BEVERLY BLVD. + LOS ANGELES 48, CALIF. 
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Feosol Tablets 


the standard iron therapy 


Feosol Elixir 
the standard liquid iron a. a. 


Feosol Plus now contains B.,, 


Smith, Kline & French Laboratories, Philadelphia 


‘Feosol’ & ‘Feosol Plus’ T.M. Reg. U.S. Pat. Off. 
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It's 


As applicable in good grooming as in every other phase of life, 
the proper foundation is of primary importance. 
Petey for sensitive skins, the make-up base should be free 
of common, known sensitizing agents. It should 
also have good covering powers and assure a 
lasting adherence of powder and other beauty aids. 


Foundation Lotion 


— for oily skins —a heavy lotion available 
in three shades, serving the dual purpose of: 
(1) helping to conceal minor skin blemishes such 
as scars, pits and discolorations, and (2) acting 
as a non-greasy, drying covering for the skin. 
It is free from flaking or staining. 
_ Formula; talc, bentonite, zinc oxide, polyglycol 
- "esters, glycerin, alcohol, water and oil of lavender. 


’ Coloring matter consists of standardized 
iron oxides (no aniline dyes). 


€ 


Make- 


—for dry | or normal 
—a light creamy oil-in-water emulsion supplied 
in three shades, designed to leave a fresh 
dewy finish for the application of make-up. 


Formula: talc, Gianium dioxide, petrolatum, 
Steatic’acid, cetyl alcohol, poly alcohol 
fatty acid ester, sorbitol, triethanolamine, 
preservative (methyl-para-hydroxybenzoate ) 
inorganic pigments. 
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| | It takes a. 
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mighty big. nest OP eggs 


2? 
TO equal the of “Beminal” 


Forte with Vitamin C. One capsule No. 817 provides 25 mg. of thiamine, ‘ d 


and more than 400 eggs would be needed to furnish the same amount. Th 


is but one feature of “Beminal” Forte with Vitamin C whichgalso contains 4 


% therapeutic amounts of other B complex factors and ascorbic acid. 


a 


Thiamine HCl (B;) ............ 25.0 mg. 
100.0 mg. 
Pyridoxine HCl (B.)............ mg. 
Calc. pantothenate 10.0 mg. 


Vitamin C (ascorbi 
Supplied in bottles of 30, 100, 


cKenna & Harrison Limited 
40th Street, New York 16, N. Y. 
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for complementary effects 
wherever combined 
estrogen-androgen therapy 
is indicated... 
e g In fractures and osteoporosis in either sex to promote 
*S* bone development, tissue growth, and repair. 


é. g. In the female climacteric in certain selected cases. 


@ 6 In dysmenorrhea in an attempt to suppress ovulation on 
*S* the basis that anovulatory bleeding is usually painless. 


e g In the male climacteric to reduce 
*S* follicle-stimulating hormone levels. 


“PREMARIN: with METHYLTESTOSTERONE 


is designed to permit utilization of both the complementary 
and the neutralizing effects of estrogen and androgen 

when administered concomitantly. Thus certain 

properties of either sex hormone may be employed 

in the opposite sex with a minimum of side effects. 
Availability: Each tablet provides estrogens in their 
naturally occurring, water-soluble, conjugated 

form expressed as sodium estrone sulfate, 

together with methyltestosterone. 


No. 879—Conjugated estrogens equine 
(“Premarin”) 

Methyltestosterone 
Bottles of 100 tablets (yellow) 

No. 878—Conjugated estrogens equine 
0.625 mg. 
Methyltestosterone 5.0 mg. 
Bottles of 100 tablets (red) 


Ayerst, McKenna & Harrison Limited + 22 East 40th Street, New York 16, New York 
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WHY INVITE PENICILLIN REACTIONS? 


A NEW HYPOALLERGENIC 
PENICILLIN SALT 


WHICH MERITS YOUR ROUTINE USE 
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A NEW PENICILLIN SALT 


Compenamine, an entirely new penicillin compound, is the penicillin 
G salt of the levo isomer of N-methyl-1,2-diphenyl-2-hydroxyeth- 
ylamine. Its generic name is /-ephenamine penicillin G. It is less 
soluble in water than is procaine penicillin, and its theoretical potency 
is 1,058 units per mg. 


AS EFFECTIVE AS PROCAINE PENICILLIN G 


The action of Compenamine, unit for unit, was found to be identical 
with that of procaine penicillin G against 73 strains of bacteria, six 
viruses, and five protozoa. Absorption and excretion curves are essen- 
tially the same for both penicillin salts, but longer blood levels are 
usually found with Compenamine. 


SIGNIFICANT REDUCTION OF ALLERGIC REACTIONS 


On the basis of extensive clinical experience,!?*+*5*7 Compenamine 
has been shown to be well tolerated even by patients sensitive to 
procaine penicillin G. In known reactors, in excess of 80 per cent can 
tolerate this salt without reaction. In over 1,000 cases, initial intrader- 
mal or topical use, followed by a large challenging dose 10 days later, 
did not lead to induced sensitivity in a single instance. In this series, only 
seven instances of allergic reactions were seen, less than one per cent. 
Thus Compenamine greatly broadens the applicability of penicillin therapy. 


x 


Longacre, A.B.: P-92 Penicillin; Report of a Very Low Reaction Rate in Therapy 
with a New Penicillin Salt, Antibiotics & Chemotherapy 1:223 (July) 1951. 


2. Kadison, E.R.; Ishihara, S.J. and Waters, T.: A New Form of Penicillin, with 
Anti-allergic Properties, Am. Pract. & Dig. of Treat. 2:411 (May) 1951. 


PERSONAL COMMUNICATIONS 
Lupton, A.: Presbyterian Hospital, New York. 
Wooldridge, W.: Barnard Skin & Cancer Hospital, St. Louis. 
Katz, S.: Gallinger Municipal Hospital, Washington, D.C. 
Suskind, R.: Cincinnati General Hospital. 
Finnerty, E.J., Jr.: Boston City Hospital. 


3. 
4. 
5. 
6. 
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INDICATIONS 


Compenamine is indicated in the treatment of all conditions respond- 
ing to penicillin. Since it is nearly insoluble in water and in oil, its 
dosage forms are of the repository type, leading to prolonged blood 
levels. Hence it makes possible once-a-day injection in most patients. 


NO PRICE PENALTY TO YOUR PATIENTS 


Compenamine costs no more than comparable dosage forms of 
procaine penicillin G, giving your patients all the advantages of this 
new penicillin salt without price penalty. 


MERITS ROUTINE USE 


Because it significantly reduces the incidence of allergic reactions, 
because its therapeutic efficacy is as great as that of procaine penicillin 
G, and because it imposes no price penalty, Compenamine merits 
routine use whenever a repository type of penicillin is called for. 


AVAILABLE IN THREE DOSAGE FORMS 

Compenamine is currently available in three repository dosage forms: 
Compenamine (for aqueous injection), in vials. 
Compenamine Aqueous, in vials and disposable and permanent syringe 
cartridges. 
Compenamine in Peanut Oil, in vials and disposable and permanent 
syringe cartridges. 

Other dosage forms will be announced shortly. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, NEW YORK 17, N.Y. 


THE FIRST PRODUCER OF CRYSTALLINE PENICILLIN G IN COMMERCIAL QUANTITIES 
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FATAL BORIC ACID POISONING OF TWENTY-DAY-OLD INFANT 


ANOTHER REASON FOR 


® 


CHLORIDE 


(METHYE SENZTETHONIUM CHLORIDE) 


BACTERICIDAL ¢ WATER-MISCIBLE © SAFE 


The ever-present possibility of boric acid poisoning by 
transcutaneous absorption, when the skin is broken, indi- 

cates the physician's and nurse's need of making sure to é 
recommend to every mother a “diaper rash” dusting 2¢¢/ 
powder and ointment containing no boric acid. ape 


DIAPARENE CHLORIDE AVAILABLE AS DUSTING POWDER, OINTMENT AND RINSE TABLETS “7 


® PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, NEW YORK 
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of common skin disorders 


At termination of therapy with 
Pragmatar, May 24, 1951. (From 
the first day of treatment the itching 
had stopped. By the end of one week 
there was a marked clinical im-: 
provement in the lesion.) 


‘Formula: Cetyl alcohol-coal tar distillate, 

& 4%; near-colloidal sulfur, 3%; salicylic acid, 

m . 3%—incorporated in a special washable base. 
‘Pragmatar’ T.M. Reg. U.S. Pat. Off. 


Smith, Kline & French 
_ Laboratories, Philadelphia 


Highly effective in an unusually wide range 


Pragmatar 


the outstanding tar-sulfur-salicylic acid ointment 


In seborrheic dermatitis 
Pruritic axillary seborrheic der- 
matitis of 6 years standing, April 

. 5, 1951. Treatment over the years 
with various medicaments had 
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HIGHLAND 


FER 


Come to 


LOS ANGELES for the 
AM.A. CLINICAL SESSION 


Plan now to attend this excellent session—the A.M.A.’s Fifth Annual Clinical 
meeting. 


Specifically planned for the benefit of general practitioners, the program is complete and varied 
Therapy is featured in a series of lectures and demonstrations by medicai leaders from all over th: 
country. It will indeed serve you as an excellent refresher course and source of new up-to-date 


medical information. 


Remember, there is no registration fee. All members of the A.M.A. are admitted free of charge 
Use the hotel reservation and advance registration forms on these pages. Do it now and mark 
your calendar for Los Angeles, December 4 to 7, 1951. 


NOTE: All reservations are to be cleared through the Local Subcommittee on Hotels. Contact 
ing individual hotels will be useless as your application will in any case be referred to th 
Subcommittee. Use the form at the bottom of the opposite page, addressing the Chairman 
American Medical Association Subcommittee on Hotels, 1151 South Broadway, Los Angele. 
15, California. 


Register in Advance Using This Application 


Please fill out this coupon in full and return it at once to the American Medical Association, 535 North Dearborn Street, Chicago 10, Illinois, and 
receive your registration identification card for the Los Angeles Session. 


Full name of each guest. Please do not include a physician as a guest. Every doctor must register in his own name. 


rm 
24) 
ease write plainly or print your name i a ys 


Make Your Hotel Reservation 
for Los Angeles now 
December 4 to 7 1951 

SCHEDULE of RATES 


Map Hotel Single Double Twin Triple 
$ 4.00- 7.00 $ 5.50- 8.508 $ 6.50-10.50 $ 2.00 pp extra 
7.00 10.00-18.00 10.00-18.00 3.00 pp extra 
4 6.50 7.50 1.50 pp extra 
4. Biltmore, House of Delegates, Limited 
number of rooms available............ 6.50-11.50 9.00-14.00 10.00-14.00 2.50 pp extra 
6. Chapman Park........... éisceenbieneueees 6.00 up 10.00 up 10.00 up 2.00 pp extra 
4.00- 5.00 5.00- 6.00 6.00- 7.00 7.50- 9.00 
3.00- 5.00 4.00- 6.00 5.00- 8.00 7.00 
9. Gaylord........ csaiesaneeneupelenibeesib 6.00 up 8.00 up 8.00 up 10.09 up 
4.00- 6.00 5.00- 7.00 6.00- 8.00 1.50 pp extra 
il. Hollywood Drake............ adicciniaeeses 4.50- 6.00 4.00- 7.00 6.00- 8.00 6.50- 7.50 
12. Hollywood Knickerbocker................. 5.00 up 7.00 up 7.00 up 2.00 pp extra 
13. Hollywood Plaza.......... 4.50- 6.00 5.50- 7.00 6.00- 8.00 2.00 pp extra 
5 14. Hollywood Roosevelt................ oie 6.00-10.00 8.00-14.00 8.00-14.00 2.00 pp extra 
3.00- 4.50 4.00- 6.50 5.00- 7.50 2.00 pp extra 
17. Mayfair...... 4.50 up 6.50 up 7.50 up 9.00 
4.50- 7.00 4.50- 7.00 5.50- 7.00 7.50 
Perk 5.00- 6.00 7.00- 8.00 7.00- 8.00 2.00 pp extra 
20. 4.00- 5.00 4.00- 5.00 5.00- 6.00 1.00 pp extra 
3.50- 5.00 3.50- 5.00 5.00- 6.00 6.50 
3.50- 4.50 4.50- 6.00 5.00- 6.50 1.00 pp extra 
j 7.00 10.00 up 10.00 up 3.00 pp extra 
24. SHRINE CONVENTION HALL, 700 W. 32nd St. 
APPLICATION FOR HOTEL ACCOMMODATIONS 
Te tie petntitien Be sure to give four choices of hotels 
Subcommittee on Hotels 
1151 South Broadway 
Los Angeles 15, California 
Please reserve the following: 
First Choice Third Choice 
Second Choice Fourth Choice 
aso Combination(s) (2 rooms-bath between) for..........persons. Rate $.....to $.....per room. 
.....-Room(s) without bath for..... Rate $.....to $.....per room. 
Room(s) and Parlor for... .. Rate $..... 
A.M. 
> Note: You will receive confirmation direct from the hotel accepting the reservation when made. 
Rooms will be occupied by: (Please attach list of additional names if you do not have sufficient space here.) 
if you are an exhibitor, be sure to give name of firm and individuals to occupy room or rooms reserved. 
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DEMARK 


KUTAPRESSIN 


“... for the adequate treatment of 
hundreds of cases of acne vulgaris.” 
In-his experience, cases of acne rosacea 
and pruritus ani have also “.. . re- 
sponded nicely’’ to its use. 


These findings are being duplicated 
daily in medical practice by physicians 
who are increasingly enthusiastic about 
the results obtained with this unique 
new therapeutic agent. 

KUTAPRESSIN reduces papules, 
pustules, and comedones . . . modifies 
unsightly scarred areas. 


KUTAPRESSIN 


lieves the intolerable itching. 


1. Marshall, W.: M. Times 79; 222, 1951. 


approcach.. 


Marshall? reports the use of xuTaPREssiN® 


“acne 


SUPPLIED: 10-c¢. multiple-dose vials, 
through leading pharmacies, surgical 
supply dealers, and on direct order. 


Order a supply of xurapressin now, for 
trial in your resistant cases. 


Kuemors « Urban $e. 
Pharmaceutical Chemists Since 1894 


*Trademark of Kremers-Urban Co. 
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MILWAUKEE 1 WISCONSIN 
: 


a practical 


4 


in the therapy of 
rheumatic affections 


Pabalate usually provides 
better therapy for rheumatic 
affections than pure 
salicylate itself, through 

its mutually synergistic 
combination of para-aminobenzoic acid 
and salicylate.’* Reports of authoritative 
clinical tests show a higher degree of pain 
relief ... to more patients ...on lower 
dosage... over longer periods... with 
greater freedom from adverse reactions.’ 


REFERENCES: 1. Dry, T. J. et al.: Proc. Staff Meetings 
Mayo Clin., 21:497, 1946. 2. Hoagland, R. J.: Am. J. Med., 
9:272, 1950. 3. Smith, R. T.: J. Lancet, 70:192, 1950. 


FORMULA: Each enteric-coated tablet or each 
teaspoonful of chocolate-flavored liquid contains 
0.3 Gm. (5 gr.) sodium salicylate 
U.S.P., and 0.3 Gm. (5 gr.) 
para-aminobenzoic acid 


(as the sodium salt). 


A. H. ROBINS CO., INC. 
RICHMOND 20, VA. 


Also available as Pabalate Sodium-Free for cases 
aT in which sodium is contraindicated 


CARTILAGE 


SMOOTH 
MUSCLE 


PSEUDOSTR 
EPITH. 


ALVEOLI 


The time encrusted empirical approach to 
cough therapy—with its “picture of confusion, 
contradiction and neglect”*—can now 

be replaced by sound, rational non-narcotic 
treatment, thanks to the pioneering studies Crees 
of Boyd et al.,’* demonstrating that 
glyceryl guaiacolate is the most powerful 

of expectorants commonly used. Robitussin — 

the antitussive-expectorant with specific drug action — 

provides glyceryl guaiacolate for increasing respiratory References: 

tract fluid, together with desoxvephedrine, for its 1. Boyd, E. M. and Lapp, S.: J. Pharma- 
bronchial-spasm-relieving’ and its mood-improving actions — col. and Exper. Therap., 87:24, 1946. 


2. Connell, W. F. et al.: Canad. M.A.J., 
in an aromatic syrup that is highly patient-acceptable. 42:220, 1940. 3. Novelli, A. and Tain- 


ter, M. L.: J. Pharmacol., 77:324, 1943. 
A. H. ROBINS CO., INC. * RICHMOND 20, VA. Formula: 


Each 5 cc. (1 teaspoonful) contains 
100 mg. glyceryl guaiacolate and 1 mg. 


® desoxyephedrine hydrochloride, in a 
t U S i n palatable aromatic syrup. 


promotes useful cough... 
minimizes harmful cough 


: 
: 
; 


IN RHEUMATIC FEVER — 
RHEUMATOID ARTHRITIS 


Belisle, M., Fievre Rhematismale. Union 
Med. Canada 77, 392 (1948). 


Dry, T. J., Butt, H. R., and Scheifley, C. H., 
The Effect of Oral Administration of para- 
Aminobenzoic Acid on the Concentration 
of Salicylates in the Blood, Proc. Staft 
Meetings Mayo Clinic, 21, 497 (1946). 


Rosenblum, H., and Fraser, L. E., Effect of 
para-Aminobenzoic Acid on Fever and 
Joint Pains of Acute Rheumatic Fever. 
Proc. Soc. Exp. Biol. Med. 65, 178 (1947). 


Tierney, N. A., Effect of para-Aminobenzoic 
Acid in Tsutsugamushi Disease. J.A.M.A., 
131, 280 (1946). 


Grekin, R. H. and Zarafonetis, C.J.D., A 
Reducing Substance in the Urine of Patients 
Receiving Sodium para-Aminobenzoic Acid 
J. Investigative Dermatol. 12, 319 (1949). 


Gold, H., Treatment of Rheumatic Fever. 
Cornell Conference on Therapy, 1947. 


Lester, D., et al., Fate of Aspirin in Body. 
J. Pharmacol. Exp. Therap. 87, 329 (1946). 


Hoagland, Robt. J., M. D., Para-Amino- 
benzoic Acid in the Treatment of Acute 
Rheumatic Fever, Aug., 1950. Amer. J. of 
Med., 9, No. 2, 272 (1950). 


OSTEO-ARTHRITIS - GOUT - FIBROSITIS 


the original SODIUM FREE 
Salicylate-Paba Combination 
FOR EFFECTIVE SALICYLATE 
BLOOD LEVELS 


Paba in this combination causes a 
salicylate blood level increase of two 
to five. 


a 


For a fortified salicylate therapy, free of certain undesirable effects 
of a salicylate alone, para-aminobenzoic acid now has been 
combined with acetylsalicylic acid (aspirin) . Pabirin, Dorsey, is 
such a mixture. 


Pabirin causes a salicylate blood level increase of two to five, and in 
rheumatic fever, produces an effective level of 35 mg. per 100 cc. 
For this result, less of the Pabirin mixture is required than of a 
single salicylate. In cases where sodium restriction is indicated, 
Pabirin is favored over other salicylate combinations. 


The most important factor in Pabirin’s maintenance of salicylate 
blood levels, probably, is the synergistic action of para- 
aminobenzoic acid upon the salicylate. By replacing sodium 
salicylate with aspirin, and including para-aminobenzoic acid, 
which tends to produce an acid urine, Pabirin decreases the urinary 
output of salicylate. Thus higher blood levels of salicylate are 
assured with Pabirin than with a salicylate alone. 


Perhaps the most important therapeutic action of Pabirin is the 
reduction of moderately severe pain. By producing increased 
perspiration, it serves as an antipyretic. 


In addition, aspirin causes less stomach irritation than does sodium 
salicylate, because hydrolysis occurs partly in the stomach, partly in 
the blood. Toxicity studies favor both aspirin and para- 
aminobenzoic acid over sodium salicylate. 


SMITH-DORSEY bivision OF THE WANDER COMPANY 
LINCOLN, NEBRASKA + Branches at DALLAS * MEMPHIS + LOS ANGELES 
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a co-precipitated complex of ferrous sulfate and molybdenum oxide 


Battin Iterated. than ferrous sulfate 


clinical investigation has. consistently 
that Mol-lron produces a hemopoietic 
characterized as"... striking... dramatic meet 

rapid..." bringing about a ... better 
_ in hemoglobin concentration.” 4 


From a comparative study Dieckmann! 
"We have never had wt iron salts so efficacious 
in pregnant patien 


Mol-lron has repeatedly been to 
well tolerated.?-5,7,8 Kelly® states that Mol-lIron is 

"... generally well tolerated by the majority of patients — 
in whom ... unmodified ferrous sulfate has repeatedly — 
induced symptoms of marked ... intolerance.” _ 


to meet all your needs 
in iron therapy, 
is presented 
in these convenient forms: 


small, easily swallowed, not enteric coated—a convenient 
form for older children and adults. 


pleasantly flavored and particularly adapted to treatment 
of children, but may be given whenever liquid medication 
is preferred. 


convenient ‘‘drop dosage”’ form for prophylaxis in in- 
fants. Highly concentrated: at least 1 mg. of elemental 
iron per drop—very palatable. 


an ideal dietary supplement for the pregnant or lactating — 
patient; supplies calcium and phosphorus in an optimum — 
ratio and vitamin D in adequate amount. 


for hypochromic anemia associated with excessive de- 
mand on nutritional reserves. Provides Mol-Iron, dried 
whole liver, vitamin By2, and generous quantities of the 
other B complex vitamins. 


1. Dieckmann, W. J. and Priddle, mn. u.. 
Am. J. Obstet. & Gynec. 57:541, 1949. 
WHITE LABORATORIES, INC. 2. Chesley, R. F. and Annitto, J. E.: Bull. 


Whites Pharmaceutical Manufacturers Margaret Hague Mat. Hosp. 1:68, 1948. 
3. Talso, P. J.: J. insurance Med. 4:31, 1948- 
KENILWORTH, NEW JERSEY 49. 


4. Forman, J. B.: Conn. State M. J. 14:930, 
1950. 


5. Healy, J. C.: J. Lancet 66:218, 1946. 


6. Dieckmann, W. J. et al: Am. J. Obstet. & 
Gynec. 59:442, 1950. 


7. Neary, E. R.: Am. J. Med. Sc. 212:76, 
1946. 


8. Kelly, H. T.: Penn. M. J. 51:999, 1948, 
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pressure, diet, work, worry, 


emotional disturbances, visceroneurosis 


cause Nervous Indigestion... 


BENTYL offers effective, comfortable sus- 


tained relief from pain, cramps, general discomfort due to functional gastro- 
intestinal spasm. In clinical studies!:2,3 BENTYL gave gratifying to complete 


relief in 308 of 338 cases, yet was “... virtually free from undesirable side effects.” 


EACH CAPSULE OR TEASPOONFUL SYRUP CONTAINS: 


For safe, double-spasmolysis 


with PHENOBARBITAL......... 
When synergistic sedation is desired 


DOSAGE—ADULTS: 2 capsules or 2 tea- 
spoonfuls syrup 3 times daily, before or after 
meals. If necessary, repeat dose at bedtime. 


IN INFANT COLIC: % to 1 teaspoonful 
syrup 3 times daily before feeding.* 


New York « CINCINNATI « Toronto 


1, Hock, C. W.: J. Med. Assn. Ga. 40:22, 195) « 2. Hufford, A. R.: 
J. Mich. St. Med. Soc. 49:1308, 1950 « 3. Chamberlin, D. T.: Gastro. 
enterology 17:224, 1951 « 4. Pakula, S. F.: To be published « 


Trade-mark Bentyl”” Hydrochloride 


» 
i 
J 


a NEW strength of ‘Eskacillin’: 


‘Eskacillin 250 


250,000 units of procaine penicillin G per teaspoonful 


effective with only 3 doses daily 


why ‘Eskacillin 250° contains 


procaine penicillin: 


a. Palatability. Large concentrations of the highly insoluble procaine salt 
of penicillin can be incorporated in a liquid vehicle without 
becoming unpalatable. 


b. No need for refrigeration. Because of the insolubility of procaine 


penicillin, ‘Eskacillin 250° is far more stable than other preparations. 


C. Rajrd absorption. Although procaine penicillin is absorbed slowly when 
given parenterally, it is absorbed rapidly from the gut. 


Now there are 3 strengths of ‘Eskacillin’: ‘Eskacillin 250’ (new); ‘Eskacillin 100’, containing 
100,000 units of penicillin per 5 cc. (1 teaspoonful); and ‘Eskacillin 50’, containing 50,000 
units of penicillin per 5 cc. (1 teaspoonful). All are available in 2 fl. oz. bottles. 


Smith, Kline ¢ French Laboratories, Philadelphia 


‘Eskacillin’ T. M. Reg. U. S. Pat. Off. 
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a quarter 


“Approximately one of every fifteen infants is allergic 
to cow's milk to some degree...,” according to Clein in 
a recently published article.* These allergic reactions pro- 
duce a multiplicity of strange, baffling, serious and apparently 
unrelated clinical syndromes. 
In Clein’s series of 140 distressed babies allergic to milk, “most 
babies were relieved of their symptoms almost immediately by 

" discontinuing cow's milk in their formula and substituting 
Mull-Soy...”* These symptoms include eczema, pylorospasm, 

‘ diarrhea and colic. 
Mull-Soy supplies (in standard 1:1 dilution) essential protein, 
fat, carbohydrate and minerals comparable to those of cow's and 
goat's milk. The fat in Mull-Soy is soy oil, a good source 
of unsaturated fatty acids. 
Mull-Soy is a liquid, homogenized (vacuum-packed) 
food —easy to take, easy to prescribe. 

Available in drugstores in 15% fl. oz. tins. 


*Clein, N. W.: Cow's Milk Allergy in Infants, 
Annals of Allergy, March-April, 1951. 


hypoallergenic diets for infants, children and adults 


The Borden Company, Prescription Products Division, 350 Madison Avenue, New York 17 
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An Unusually Unresponsive Arthritis — 
Severely Painful, Recurrent ..... 


Consider gouty diathesis as the cause. “Chronic gouty arthritis may 
be confused with osteoarthritis, post-gonorrheal rheumatoid arthritis 
and adult rheumatoid arthritis.’”* 
Fortunately, there is a sure diagnostic test for gouty arthritis — 
gout should be suspected if “symptoms are relieved within 24 to 72 
hours by adequate doses of colchicine.’’* 


Specifically designed to meet the demands 


CINBISAL 
*McNeil’ 


TRADE MARK 


— provides colchicine (0.25 mg.) for its specific effect; sodium 
salicylate (0.3 Gm.) to combat pain in hyperuricemia; ascorbic acid 
(15 mg.) to replace vitamin C lost during salicylate therapy. 


IN ACUTE CASES medical management includes 


CINBISAL is supplied in two tablets Cinbisal (equivalent to colchicine 0.5 mg. 


bottles of 100 and 1000 tablets. and sodium salicylate 0.6 Gm.) every hour until pain 
(Engestic® coated green.) is relieved, unless gastrointestinal symptoms appear. 
Samples on request. (Eight to ten doses are usually sufficient. ) 


TO PREVENT RECURRING ATTACKS— one or two 
tablets every four hours. 


McNEIL LABORATORIES, INC. Philadel phia 32, Pa. 


1. Comroe, B. I.: Arthritis and Allied Conditions, Philadelphia, 
Lea & Febiger, 1949, p. 734. 


2. Ibid, p. 735. 
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Each ARMATINIC ACTIVATED 

Capsulette contains: 

Ferrous Sulfate, Exsiccated...200 mg. 
Vitamin Crystalline .. .... 10 meg. 
Ascorbic Acid (Vitamin ().... 50 mg. 
Insoluble Liver Fraction 

with Duodenum* .........350 mg. 


*The liver is partially digested with 
an equal quantity of duodenum dur- 
ing manufacture. 


Supplied: Bottles of 100 and 1000 
at prescription pharmacies every- 
where. 
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Comprehensive antianemic therapy with Armatinic 
Activated Capsulettes assures a more rapid and com- 
} plete response with a minimum of therapeutic failures. 
Effective potencies of all hemopoietic factors are 
obtained. Furthermore, vitamin By2 is activated to 
optimum efficacy by the addition of desiccated duo- 
denum, a fact established only recently.!: 2:3 
An important advantage of Armatinic Activated 
is the virtual freedom from undesirable side-actions 
in the gastrointestinal tract. Indicated in all micro- 
cytic anemias and the macrocytic anemias of nutri- 
tional origin. Armatinic Activated Capsulettes, a new 
product of The Armour Laboratories, are economical. 
Supplied in bottles of 100 and 1000 at prescription 
pharmacies everywhere. 


(1) Hall, B. E.: Brit. Med. J. 2: 585-589, 1950: (2) Bethel, F. H., et al.: 


Univ. Hosp. Bull., Ann Arbor, Mich. 15: 49-51, 1949; (3) Spies, T. D.: 
J.A.M.A. 145: 66-71, 1951 


WTHE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 


| PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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a most 
significant 
advance 


ethyl acetate 
new, safer. oral anticoagulant 


Throughout the exhaustive studies on TROMEXAN, involving many hundreds of cases, 
this new anticoagulant has proved singularly free from the dangers of hemorrhagic 


complication. Other advantageous clinical features of TROMEXAN are: 


1 more rapid therapeutic response 
(therapeutic prothrombin level in 18-24 hours) ; 


z smooth, even maintenance of prothrombin level 


within therapeutic limits; 


3 more rapid return to normal 


(24-48 hours) after cessation of administration. 


In medical and surgical practice . . . as a prophylactic as well as a therapeutic agent . . . 
TROMEXAN extends the scope of anticoagulant treatment by reducing its hazards. 


Detailed Brochure Sent on Request. 


TROMEXAN (brand of ethyl biscoumacetate) : available as uncoated scored tablets, 
300 mg., bottles of 50 and 250. 


: GEIGY PHARMACEUTICALS * Division of Geigy Company, Inc. 
4 | g 220 Church St., New York 13, N.Y. 
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(Continued from page 23) 


I received your Program Notes—it is a wonderful job 
and I have enjoyed it very much. 

I still feel that the Academy has progressed very rapidly. 
It is an organization that is so needed in America and it 
fulfills its mission so beautifully. The San Francisco 
meeting will always linger with me as one of the most 
enjoyable meetings I have ever attended. 

Mrs Gace, M.D. 

Ochsner Clinic 
New Orleans, La. 


What a super memento of the 1951 Assembly and 
what a grand job. That is truly a valuable book and will 
perform a fine service to all. Thank you for making it 
available to us. 

We look forward to an invitation to your next As- 
sembly and hope for the privilege of participating. 

Nancy McKenna 

Division of Professional Education 
The National Foundation 
for Infantile Paralysis 


Enclosed is check for $3.00, for two more copies of 
Program Notes. I am enjoying my copy immensely and 
hope you will continue to publish the Notes for each 
meeting. 


T. D. Sanpserc, M.D. 
Coral Gables, Florida 


My sincere thanks for the copy of Program Notes. Al 
low me to congratulate you, and the members of the 
staff, who compiled the lectures. The format is excellent 
and distinctive. The printing is legible, and I particularly 
like the method of stressing the salient points in the lec- 
tures. I am looking forward to refreshing myself on a few 
of the specific lectures. 


Joun R. Upton, M.D. 
San Francisco, Calif. 


Your elegant and instructive Program Notes is not only 
a very fine medical help, but so beautifully edited and 
bound one finds extra joy in reading it. 


L. I. Powers, M.D. 
Muskegon, Michigan 


My first glance at Program Notes pronounced the ex 
periments a complete success—I vote for its continuation. 


Ww. A. Perkins, M.D. 
Berkeley, Calif. 


The Program Notes for the 1951 Assembly were mailed 
to all who ordered them at the meeting (for $1.50) in 
August. The long delay was unavoidable—it took months 
to obtain all the outlines from speakers—but some pur 
chasers were undoubtedly impatient. We are glad these 
distinguished teachers who appeared on the program and 
our members found them so commendable. A few extra 
copies are available for those who failed to order them in 
advance. Send check for $1.50 to Academy headquarters. 


TRANSLUMBAR ARTERIOGRAPHY OUTFIT 


PARKE G. SMITH, M.D. 


ARTHUR E. EVANS, M.D. 


Translumbar Arteriography 
is used to demonstrate: 


1. Anomolous vessels 

2. Aberrant vessels 

3. Renal blood supply 

4. Sp ing lesions, cysts 
5. 

6. 

7. 


Aortic obstruction 
Position of placenta 


Abnormal iliac and femoral 
arteries 


The foregoing is a superficial list of the many 
advantages of translumbar arteriography. The 
equipment necessary to perform the operation 
is comparatively simple and _ inexpensive. It 


609 College St. 


YOUR SURGICAL INSTRUMENT HOUSE 


comprises a special, 12 cc. control syringe with 
a 6-inch long, 18-gauge needle to puncture the 
aorta. A length of plastic tubing with luer- 
lock ends is used to connect syringe and needle. 


Smith-Evans Translumbar Arteriography Outfit, complete as shown— $] 500 


9 


Cincinnati 2, O. 
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PEPTIC ULCER 
and 


| GASTRIC DISORDERS 


(2) New Brochures 


You and Patients Need..Send today! 


, on helpful information for you in peptic ulcer management 
with these two valuable brochures just off the press! Based on new 
research, one is for you, Doctor—the other for patients, explains in 
laity language the how and why of peptic ulcer: offers economical, 
easily-made, appetizing recipes with Knox Unflavored Gelatine. 
so useful in gastric disorders. BOTH FREE, so write today—be pre- 
pared to discuss them with patients. 

Knox Gelatine, Johnstown, N. Y. Dept.: GP. 


Available at grocery stores in 
4-envelope family size and 32-envelope 


economy size packages 


KNOX GELATINE US.P | 2S 


ALL PROTEIN NO SUGAR (=) 


GP @ Volume IV, Number 5 


peptic GELATINE 4 
| pEPTIC ULCER 
= 
4 
210 


Lhe of Cenerad Drackce 


THE M&R AWARD 


PRESENTED BY THE M & R LABORATORIES 


fr the most significant avlecles 


ftlihed lhe your 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 


WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 


BY A SPECIAL AWARDS COMMITTEE 


APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS. AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 


November, 1951 
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for your tense and nervous patient: 


the double therapeutic action of ‘Eskaphen B’ 


The mild, calming sedation of phenobarbital—to ease tension, 
to quiet nervousness. High dosages of thiamine— 
to restore appetite and improve general nervous tone. 


now in 2 dosage forms: 


Eskaphen B Elixir—Delightfully palatable. pleasant 
and easy-to-take. 


New Eskaphen B Tablets—This is the convenient 
alternate dosage form, 


Smith, Kline & French Laboratories, Philadelphia 


Each 5 ce. teaspoonful of the Elixir contains 
phenobarbital, 4 gr.; thiamine hydrochloride, 5 mg. 
Each tablet is the dosage equivalent 
of 5 cc. of the Elixir. 


elixir 


Eska h B ‘Eskaphen B’ 'T.M. Reg. U.S. Pat. Off. 


Phenobarbital plus therapeutic dosages of thiamine 
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LET YOUR PATIENT TRY BOTH! 


The highest index for successful contraception is best met by allow- 
ing the patient to select the spermicidal lubricant which is aestheti- 
cally acceptable. > Whether you prefer to recommend the use 
of Koromex Diaphragm with or without the introducer, generous 
sized tubes of both Koromex Jelly and Cream are supplied at no 
charge. Koromex Cream is slightly less lubricating than Jelly. 


DOCTOR, 


ACTIVE INGREDIENTS: BORIC ACID 2.0% OXYQUINOLIN BENZOATE 0.024 AND 


PHENYLMERCURIC ACETATE 0.024 IN SUITABLE JELLY OR CREAM BASES 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. * 145 HUDSON ST., NEW YORK 13, N. Y. 
MERLE L. YOUNGS, PRESIDENT 
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VITAMINS 


ssured Potency 


LYOPHILIZED TO INSURE FRESHNESS 


Vitamins C, Bl, B2, B6, Calcium Pantothenate, When mixed together each 0.6 cc. (as marked on 
ape ae dropper) is standardized to contain: 

Niacin Amide AND B-12 are Lyophilized (dry Vitamin A, SUMIIENEE .ix.0cndnssncnaaees 5,000 USP Units 
form—ready to mix) to insure freshness when (ascorbic acid) 
i i i Vitamin B1 (thiamin chloride) .................- meg. 

soluble in seconds, easily mixed and simple to Vitamin B6 (pyridoxin hydrochloride) : 5 0.5 me. 
¢ antothenate meg. 

use. For the first time you can now prescribe Niacin Amide 
vitamin food supplement and know that the 5 mcgm 


vitamins will be fresh. NO REFRIGERATION NECESSARY 
Lincoln of Texas Laboratories Inc. aboratores, Pacific - Laboratories Inc. 
Houston, Texas Salinas, California 


Laboratory Park, Decatur, Illinois, U.S.A. 
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Abbott Laboratories. ...... opposite 148 
American Medical Association. 194-195 
Appleton-Century-Crofts, Inc....... 4 
Armour Laboratories. .... 134, 178-179, 

206-207 


Ayerst, McKenna & Harrison Ltd. 
Opposite 188, 22, 182-183 


Becton-Dickinson & Co........... 156 
Bischoff, Ernst Co., Inc........... 107 
203 
162 
Burroughs-Wellcome & Co....... 118 
Central Pharmacal Co............ 110 
Chilcott Laboratories. ..... opposite 172 
Ciba Pharmaceutical Products, Inc.. 20, 
181 

Commercial Solvents Corp........ 120, 
189-190-191 

Cutter Laboratories.............. 177 
Geigy Company, Inc............... 208 
General Electric X-Ray Corp..... 152 
Gerber Products Co.............. 160 
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Hanovia Chemical & Mfg. Co.....215 
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196 
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Merrell, The Wm. S. Co... . .2nd cover 
16, 168-169, 200-201 
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Nestle Co. Inc., The............. 172 
Parke Davis & Co............... 128 
Pfizer, Chas. & Co. Inc....... 140, 171 


Pitman-Moore Co................ 126 
Riker Laboratories....... 174, 184-185 
Robins, A. H. Co. Inc. . .opposite 196, 6 
Sandoz Pharmaceuticals........... 116 
Schenley Laboratories............ 130 
17, 165 
Schieffelin & Co............. 176, 188 


Smith-Dorsey Co., 
Smith, Kline & French Laboratories 
.. .8, 136, 166, 186-187, 193, 202, 212 


Squibb, E. R. & Son.......... 112-113 
Stuart Company, The...... opposite 164 
12 
Varick Pharmacal Co. Inc......... 21 
Walker Vitamin Products, Inc... ..173 
Warner, Wm. R. & Co. Inc....... 180 
Warren-Teed Products Co., The... 9 
White Laboratories........... 198-199 
Whittier Laboratories........... 24-25 
Wilco Laboratories.............. 23 
Winthrop-Stearns, Inc........... 2, 164 
Wocher, Max & Sons, Inc......... 209 


© New ease of operation 
© Fingertip control 


Hanovia scientists and engineers have 
achieved new attainments in mechanical and 
electronic perfection in this new diathermy 
unit — a fact which has already reflected 
very favorably in the practice of short wave 


therapy. 


The unit utilizes any of the approved 
types of applicators: air spaced, electro-in- 


duction cable, drums or special drum appli- — 
cators, cuff electrodes and it is equipped for 
minor electro-surgery. 


Request detailed literature NOW. &M fe. Company 


Address Dept. GP-11-51 


Newark 5, New Jersey 
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CURBS HUNGER AND APPETITE 
2uichly, Safely, 
Effectively 


With an estimatedt 25,000,000 


the medical profession 
shoulders a heavy 
responsibility in advising 
those who seek their help as 
to how to eliminate the excess 
poundage. Since “the one 
consistent and demonstrable 
finding in obesity is 
overeatitig,” * an important key 
to successful management is 
obviously control of appetite. 


Cycotin exerts dual 
anoretic action. Note the: 


methylcellulose 
content 


(500 mg. per tablet) — quickly 
imparts a sense of fullness by 
providing non-nutritive 
intestinal bulk; also 

increases moisture of stool. 


d-amphetamine 
LOW content 


(1.67 mg. per tablet) — 
moderate dosage usually 
obviates or materially reduces 
undesirable side-effects. 


DOSAGE: Initially; 3 tablets 
t.i.d. with a full glass of water 
hour before meals — adjust 

‘to individual requirements 


for proper maintenance. 
FOUNDED JERSEY CITY 6, N. J. 
IN 1860 TORONTO, ONT. 


tMetropolitan Life Insurance Co, 
*M. Clin. North Am. 35:483, 1951. 


American adults overweight, © 
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parentora, 
control of edema... 


just one or two tablets daily- 
plus an 
occasional 
injection 


aseorbie avid. 


ORAL MERCURIAL DIURETIC 


(brand of meralluride) 


To secure the greatest efficacy and all the advantages 
of Tablets MERCUHYDRIN with Ascorbic Acid, a three-week initial 
supply should be prescribed 25 to 50 tablets. 


dosage: One or two tablets daily— morning or evening— preferably after meals. 
available: Bottles of 100 tablets. Each tablet contains meralluride 
60 mg. (equivalent to 19.5 mg. mercury) and ascorbic acid 100 mg. 


INC.. MILWAUKEE 1. WISCONSIN 
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Vitamin time becomes a happy 


puts a smile 
in the 


vitamin 


‘PALATABLE EMuLsion OF 
THIAMINE, RIBOFLAVIN 


6 U.S.P. crystalline 


time when young patients see Mulcin 
coming! The refreshing orange flavor, pleasant aroma and sunny 
yellow color of this vitamin emulsion bring bright smiles to their faces. 
Mulcin’s texture is smooth and light, with no trace of stickiness. 


Pouring is easy. Stable at room temperature, Mulcin needs no refrigeration. 


EACH TEASPOON OF MULCIN SUPPLIES: 


Vitamin A . 
Vitamin D . 
Thiamine 
Riboflavin . 
‘ Niacinamide 
Available in 4 oz. 


Children like taking Mulcin directly from the 
spoon. For infants, Mulcin may be mixed 
with formula, fruit juice or water. 
A product of true pharmaceutical elegance 
and maximum acceptability, Mulcin is a 
distinguished member of Mead’s vitamin family. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND., U.S.A. 


: 
oO inviting in tilavor, color and aroma .. 
‘ 
ingredients: Synthetic. vitarnif a gael 
; «© « « « 3000 units 
+ « « « 1000 units 


